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ACADEMIC DOSSIER
Consisting of two essays, two problem-based learning reflective 
accounts and two personal and professional learning discussion group 
process account summaries
Academic Dossier: Adult Mental Health Essay
Adult Mental Health Essay
Edition 20(5) o f The Psychologist had a picture on its front cover o f DSM- 
IV  burning. What issues might this raise with service users, psychiatrists, 
clinical psychologists and you?
December 2008
Year 1
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Introduction
I was struck by the emotive image of the fourth edition of the Diagnostic and 
Statistical Manual of Mental Disorders (DSM IV, American Psychiatric Association 
(APA), 1994) burning on the cover of The Psychologist. Having felt a strong alliance 
with critical psychology perspectives on psychiatric diagnosis for a number of years 
this felt like a significant move towards more mainstream acceptance of those 
perspectives. As I move into clinical psychology training, it is pertinent for me to 
explore this in greater depth and consider the perspectives of other key stakeholders. 
I hope to achieve this primarily through exploration, to give me the opportunity to 
remain reflective on how the process of writing this essay influences my position. 
Therefore, I need to ‘step back’ and challenge my anti-diagnostic position in order to 
appreciate the complexities of whether it is desirable or practicable for the DSM to 
bum. I plan to answer the questions: Should the DSM IV bum? Could it bum? And 
what would we do without it?
Should the DSM IV Burn?
The controversies and history of the DSM have been extensively documented (e.g. 
Bentall, 2003; Johnstone, 2000; Kutchins & Kirk, 1997). In brief, they centre around 
the question of whether we can reliably establish discrete, valid categories of 
abnormal and ‘disordered’ states of mind or whether the ‘thin line’ between sanity 
and madness is distinguishable only by degree not nature.
Service users
It is often acknowledged that people can experience a sense of relief and reassurance 
on being diagnosed, particularly if the diagnosis makes seemingly disparate 
'symptoms' meaningfully related by one concept. Being officially diagnosed may 
also provide recognition that something serious is wrong, which may have been 
previously dismissed. This is exemplified by the campaign of war veterans after the 
Vietnam war for post traumatic stress disorder to be included within the DSM in 
recognition of their mental suffering (Kutchins & Kirk, 1997). A diagnosis also 
allows service users and their significant others to access information and benefits 
(Campbell, 2007) and can facilitate meeting others with similar issues. Some 
psychiatric diagnoses have become so well known in Westem culture that they have
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become part of the 'lay' discourse around mental health (e.g. depression, phobias) and 
in my experience, many people are able to self-diagnose before meeting a 
psychiatrist. However, it is questionable whether such self-definition reflects the 
utility of the concepts for service users since they may be unaware of alternative 
discourses.
Despite such reports of positive reactions to receiving a diagnosis, the experience is 
more commonly described as disempowering, dehumanising, segregating, 
pathologising, stigmatising, restrictive, reductive, victimising, insulting, blaming and 
as creating a sense of permanency (e.g. Campbell, 2007; Watkins, 2007). It is also 
probably much less meaningful to be given one of the many diagnoses suffixed with 
a 'not otherwise specified' (Zalaquett et a l, 2008) or to accumulate a series of 
diagnoses. Molan describes how he refused to accept the 'incurable prospects' of his 
'insane label' and the sense that his distress was being characterised as a disorder 
dissociable from the rest of him: ‘This is the human condition-to 'cut out' some 
mysterious invasive disorder would have been to cauterise and remove part of my 
soul crying out in pain.’ (Watkins, 2007, p. 14).
Conversely, service users can become synonymous with their label through the 
inappropriate use of language; for example, instead of someone 'suffering from  
agoraphobia’ they become 'an agoraphobic’. From personal experience, this is often 
the primary and sometimes only information used in inter-professional discussions. 
The DSM IV warns against this, but it is perhaps a risk inherent in a categorical 
approach. I have also observed people becoming 'overshadowed' by their diagnosis, 
such that others around them can disproportionately attribute all of their emotional 
and physical experiences to their diagnosis. Such ‘attribution to salient causes’ 
results in a potential cause of behaviour becoming a probable cause of behaviour 
(Smith & Mackie, 2000). Arguably, a person’s diagnosis is fairly salient in the minds 
of professionals and carers, making them liable to attribution errors.
A significant issue is the interaction between the diagnostic system and various 
dimensions of diversity, such as age, ethnicity, culture, sexuality, gender, religion 
and disability. The burning of the DSM IV would have different meanings to
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individual service users depending on how they define themselves \  For instance, the 
DSM has been criticised over cultural insensitivity (e.g. Bentall, 2003) and now 
includes culture-bound syndromes (e.g. Brain Fag or ‘brain tiredness’ experienced by 
male students with West African heritage). This addition could in turn be criticised 
for being an 'add-on' that is rarely used by psychiatrists (Hays, 2001; cited in 
Okazaki & Tanaka-Matsumi, 2006), rather than addressing the central importance of 
culture in every presentation of distress. Also, the DSM IV’s requirement for distress 
to be present for a diagnosis to be made is likely to be strongly influenced by 
transgressions from current social norms. For example, the DSM IV lists 
transvestism as a mental disorder when 'sexually arousing fantasies, sexual urges or 
behaviour involving cross-dressing' cause distress, when knowledge about masculine 
and feminine dress is culturally and historically defined (Foucault, 1980).
From a service user perspective, there has been an emphasis on the negative impact 
of the diagnostic label, but the positive impacts cannot be ignored. In a health service 
where 'patient choice' is the mantra (e.g. Department of Health (DoH), 2008), 
perhaps the research agenda should shift towards the utility of a label from a service 
user perspective. It would feel premature to bum the DSM on behalf of service users 
before this happens.
Psychiatrists
DSM-III, III-R and IV are part o f the movement toward reliable categorisation 
and measurement. They have helped many aspects o f psychiatry, but they have 
harmed others, partly by oversimplifying. They emphasise clarity and 
reliability but, many clinicians think, sacrifice validity and the whole person. 
(Hartmann, 1991, p. 1132; cited by Kirk & Kutchins, 1992)
The central issues for psychiatrists appear to be the validity, reliability and utility of 
the DSM rv. The above quote highlights the apparent trade-off between reliability 
and validity. However, the DSM has not escaped criticism over levels of reliability 
between clinicians and across time (e.g. Bentall, 2003; Kutchins & Kirk, 1997),
 ^ For example, the history of the inclusion, re-framing and eventual removal of homosexuality from 
the DSM (Kirk & Kutchins, 1992) would be likely to influence the thoughts and feelings of the gay 
and bisexual community on the usefulness and validity of the DSM IV.
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although some recent studies suggest good to excellent reliability for some aspects of 
the DSM rv  (e.g. anxiety and mood disorders: Brown et a l, 2001; Axis V: 
Hilsenroth et a l, 2000). Interestingly, inter-rater reliability for autistic spectrum 
disorder was high regardless of whether clinicians used the DSM IV criteria or 
clinical judgements, but only when raters were experienced (Klin et a l, 2000), 
suggesting that the DSM has a role in standardising judgements when clinical 
experience is insufficient.
More importantly perhaps, even the most reliable diagnoses are not necessarily valid 
(Double, 2001). The validity of diagnosing mental disorders has been questioned on 
the grounds that there are only arbitrary divisions between a continuum of mental 
health and ill health (e.g. Kendler & Gardner, 1998) and that there may be no 
meaningful division between disorders, reflected in an unacceptable level of co­
morbidity (e.g. Kessler et a l, 1994^; cited in Harvey et a l, 2004). Despite this, the 
DSM IV maintains that it does not make assumptions of absolute boundaries 
between mental disorder and absence of mental disorder.
Brown et a l ’s (2001) study highlighted that subjective judgements of the quantity 
and severity of symptoms and the presence of distress are a common source of 
unreliability in diagnosing anxiety and mood disorders, reflecting a difficulty in 
establishing the ‘cut o ff point for mental disorder. They also showed that using 
dimensional ratings on the Anxiety Disorder Interview Schedule for DSM IV: 
Lifetime Version (Di Nardo et a l, 1994; cited in Brown et a l, 2001) for major 
depressive disorder was more reliable than when the DSM IV categorical specifiers 
were used. This raises the question of whether a dimensional approach could be more 
reliable for other mental disorders, which tends to be resisted by the APA due to the 
current lack of agreement about which dimensions would be included. Kendell 
(1975) also defends the use of categories over dimensions, by suggesting that 
‘theorists’ propose dimensions, while clinicians use a typology through necessity.
 ^Kessler et al. (1994) found that their clinical sample in the United States suffered an average of 2.1 
disorders in the DSM-UI-R. This is likely to be a conservative estimate as they only assessed 18 
common disorders out of a possible 292 mental disorders.
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In response to the observation that some mental disorders overlap, psychiatrists have 
tried to identify new ‘distinct’ disorders accounting for their common ground, for 
example, schizoaffective disorder shares both symptoms of schizophrenia and mood 
disorders (Kasanin, 1933; cited in Bentall, 2003). However, Maj et al. (2000) found 
the inter-rater reliability of schizoaffective disorder using the DSM IV criteria was 
unsatisfactory and concluded that the: ‘overlap between mood symptoms and mood 
incongruent psychotic symptoms identified in the DSM IV criteria for 
schizoaffective disorder does not seem in itself to define a syndrome which is 
qualitatively different from schizophrenia.’ (p.98.)
Clinical experience suggests that many people share symptoms of both anxiety and 
depression. ‘Mixed anxiety-depression disorder’ is not currently an official 
diagnosis, but exists in the appendix of disorders requiring further research (Zinbarg 
et ah, 1994). This could be seen as further confirmation that disorders merge and are 
therefore indistinct. On the other hand, the continued refinement of categories may at 
least move towards more accurately representing people’s experiences than the 
existing taxonomy.
The DSM IV states that it has no purpose in explaining the aetiology of mental 
disorders, despite being strongly associated with the medical model (i.e. presenting 
mental health as analogous to physical health). Kendell and Jablensky (2003) seem to 
illustrate this dilemma, by arguing that clear boundaries can be demonstrated before 
aetiology is known, whilst at the same time discussing the genetic contribution to 
aetiology. As Boyle (2007) points out, this may be a convenient distraction since it 
becomes difficult to assess the validity of a manual that claims to provide nothing 
more than a descriptive clinical ‘short-hand’. The argument becomes further 
complicated when we consider that some mental disorders within the DSM have 
more convincingly demonstrated their organic nature (e.g. the dementias), which has 
been put forward as a reason to 'rebrand them' as physical health conditions 
(Manthorp, 2008). It seems paradoxical to classify mental disorders with the proviso 
that one day we will understand their physical causality and then to declassify them 
when we do.
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Kendell and Jablensky (2003) have also argued for making a distinction between 
validity and utility, elaiming that we can have the latter without establishing for 
certain the former, since utility is context specific. For my own part, I struggle with 
the idea of using something possibly invalid for the sake of expediency. To clarify, 
the purpose of the DSM IV has been defined as: ‘To diagnose, communicate about, 
study, and treat [emphasis added] people with various mental disorders.’ (APA, 
1994, p.xxxvii.)
As well as these key purposes and the original aim of ensuring more reliable and 
standardised decision-making (Feighner et a i, 1972; cited in Double, 2001), several 
other purposes have been suggested, including forming the basis of 'rational' 
planning of services (Kendell, 1975), providing useful information about prognosis 
(Kendell & Jablensky, 2003) and in several countries, forming the basis for health 
insurance claims for psychotherapeutic services. However, Someya et al. (2001) 
highlight that the DSM is mainly used for research not practice by Japanese 
clinicians, suggesting that the utility of the DSM cannot be assumed to be cross- 
cultural. Nonetheless, it is crucial not to underestimate this collection of functions 
and I will go on to consider whether the alternatives proposed can also accomplish 
these.
Clinical psychologists
Clinical psychologists have long tended to be critical of the ‘psychiatric bible’ 
(Kutehins & Kirk, 1997) for many of the above reasons. The critical issue seems to 
be whether the profession officially renounces the diagnostic framework and more 
assertively promotes psychological understandings of mental distress, such that it is 
seen as representing extremes of common experiences and as being meaningful 
within a person’s psychological and social context (e.g. Division of Clinical 
Psychology, 2000). This position seems to have been implied by the 'culture shift' 
advocated in New Ways o f Working for Applied Psychologists (British Psychological 
Society (BPS), 2007), examples of assertive action to advance psychological 
understanding set out in the Socially Inclusive Practice report (BPS, 2008) and 
clinical psychologists who now openly discuss their own mental distress (e.g. Rufus 
May). However, there have also been mixed messages, as the BPS has stated: ‘It is
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widely accepted that psychiatric classification of personality disorders is 
unsatisfactory, but it provides a common terminology that is essential as a starting 
point for clinical communication and further research.’ (2006, p.2.)
The ambiguity and ambivalence shown by the BPS is likely to be mirroring that felt 
by clinical psychologists. Firstly, if challenges to the status of psychiatry were 
successful, weaknesses in psychological alternatives might be exposed. Secondly, the 
bio-psycho-social model is the result of the compromise reached between psychiatry, 
psychology and sociology. If clinical psychologists were to abandon the DSM IV, 
this would have implications for whether they also renounce the ‘bio’ from the 
‘psychosocial’, as advocated by Johnstone (2000). Finally, such a move would also 
necessitate an examination of the role of categorisation within psychology; for 
example, neuropsychology is built upon the psychological correlates of mental 
disorders (e.g. dementias, learning disabilities).
Could the DSM IV Burn?
Another important issue is the probability and practicability of abandoning the DSM 
rv. Boyle (2007) discussed some of the reasons why psychiatric diagnosis persists, 
for example, highlighting the links between the pharmaceutical companies and the 
development and maintenance of diagnoses. Building on this, I will consider the far- 
reaching effects of the DSM IV in the professional contexts in which I operate.
All clinicians are expected to work within the clinical guidance set out by the 
National Institute for Health and Clinical Excellence (NICE). As NICE (2005) points 
out, this guidance is intended to inform treatment decisions about specific diseases 
and conditions, and so overall, there is a high concordance between the clinical 
guidance and the DSM IV. The upholding of the DSM is further reinforced by the 
DoH’s (2001) evidence-based clinical practice guidelines for Treatment Choice In 
Psychological Therapies and Counselling, which is organised around 'presenting 
problems', all of which are diagnoses included in the DSM IV. This is also the case 
for disorder specific treatment manuals, such as that by Leahy and Holland (2000). 
This sends a powerful message to psychologists and counsellors that the presenting 
problems of their clients should be conceptualised around their diagnoses. This can
15
Academic Dossier: Adult Mental Health Essay
be in confliet with more psychological definitions of individual-specific presenting 
problems and strengths (Johnston & Dallos, 2006). Similarly, there are critical 
discourses about psychiatric diagnosis within the clinical psychology doctorate 
course at the University of Surrey, but the tacit implication of organising lectures 
around diagnoses contained within the DSM IV arguably could influence the 
thinking and subsequent practice of their trainees.
Services are organised around diagnostic categories (for example, eating disorder 
units, disorder-speeific therapy groups, etc.), making the abandonment of the DSM 
more difficult as services demand 'cut-off points and attempt to cater their skill base 
and resources to specific difficulties. Services are also organised around severity, 
need and risk. For example, the Doncaster stepped care approach is based on both 
level of need and chnical presentation (Doncaster Primary Care Trust, 2006). 
Certainly psychological models of service provision are gaining momentum in policy 
(e.g. New Ways o f Working for Everyone, DoH, 2007) and literature (e.g. Kinderman 
et a l , 2008), but it remains to be seen if a psychological model of service delivery 
could stand alone without the use of diagnoses. This could leave a substantial 
problem of needing to rename and restructure existing services, although Kinderman 
et a l (2008) recognise the need for speeialist services as well as multi-perspective 
services. It is also critical that the current legal framework would not accommodate 
the removal of the DSM, as the Mental Health Act 2007 requires the presence of a 
mental disorder to be invoked.
I have highlighted the entrenched nature of psychiatric diagnosis in my current 
contexts. Meanwhile, the fifth edition of the DSM is currently under preparation and 
in all likelihood will represent a continuation, expansion and elaboration of the 
taxonomy and philosophy of the DSM IV. For example, Oquendo et a l  (2008) 
suggest that DSM V should include suicidal behaviour on a separate axis. There is 
also speculation that personahty disorders may be reconceptualised as dimensional in 
DSM V (Rosenbaum & Pollock, 2002). This suggests there is also the potential for 
significant change in response to critiques, but that the fundamental concerns 
regarding the diagnostic framework will remain.
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What Would We Do Without the DSM IV?
I will examine whether we have a strong and coherent vision of an alternative to the 
diagnostic model, so that a lack of an alternative is not the only reason to keep an 
imperfect system (Follette, 1996).
Service users
Wallcraft and Michaelson (2001) present a vision of a ‘survivor discourse’ to provide 
an alternative to the dominant discourse of psychiatry. The vision includes many 
ideas that encapsulate a radical shift in power towards user-led projects, but in 
relation to diagnosis, the key messages are that an individual has the right to self­
definition and self-assessment. ‘Mental illness’ can be reconceptualised as a 
breakdown or crisis, with an emphasis on personal meanings and the potential for 
positive change and growth (Wallcraft & Michaelson, 2001; Watkins, 2007). 
Although I strongly support the view that service users are the experts on themselves, 
self-assessment seems to negate the role of any professional expertise offered in 
collaboration. I question whether self-assessment places too great an emphasis on the 
individual, at a cost of recognising the variety of views of ‘needs and wants’ within 
their system (e.g. family and friends). Also, I found the vision lacking with respect to 
conceptualising risk to self and others, as it does not seem to differentiate between 
times when an individual has capacity to self assess and times when they may not (as 
addressed by the Mental Capacity Act 2005).
The recovery model provides another alternative that originated with service users’ 
lived experiences (e.g. Coodin-Smith, 2004) and is now accepted as good practice 
(e.g. National Institute for Mental Health in England, 2005; The Future Vision 
Coalition, 2008). Although the recovery model has been conceptualised in a variety 
of different ways. Shepherd et al. (2008) suggest that it encompasses four key 
aspects; finding and maintaining hope, re-establishing a positive identity, building a 
meaningful life and taking responsibility and control. The DSM conflicts with the 
message of hope by providing ‘pessimistic’ labels (Coodin-Smith, 2004), where the 
notion of recovery is restricted to suppression of ‘symptoms’. It also conflicts with 
messages of positive identity and responsibility, as described by Watkins (2007): ‘To
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be 'diagnosed' can be an assault on one's identity and a disempowering experience 
that takes away much of the personal responsibility for recovery.’ (p. 17.)
However, there are also contradictions, since some authors suggest that an individual 
needs to assimilate the ‘illness’ identity into their own core sense of self (Shepherd et 
al., 2008), whilst others have viewed psychiatric taxonomy only as a barrier to 
recovery (Watkins, 2007). Ultimately though, recovery is a highly personal, unique 
and potentially life-long journey (Coodin-Smith, 2004).
Clinical psychologists
A critical issue raised by the 20(5) edition of The Psychologist for clinical 
psychologists appears to be how they practice alternatives to the diagnostic approach. 
As clinical psychologists are represented as scientifie practitioners, any alternative to 
the diagnostic approach must incorporate a synchronicity between practice 
alternatives and research alternatives.
With regards to practice, individualised formulation can be said to provide the 
psychological equivalent to the DSM (e.g. Zalaquett et a l, 2008). Formulation is an 
attempt to describe and hypothesise about an individual's distress, in relation to 
psychological theories and with the aim of guiding interventions (Johnstone & 
Dallos, 2006). It has the added benefits of being responsive to changes in 
presentation (BieUng & Kuyken, 2003) and of being culturally sensitive (Zalaquett et 
a l, 2008). However, opinions are mixed, since formulation has also been seen as a 
psychological explanation of 'how an individual comes to present with a certain 
disorder' (Weerasekera, 1996, p.4; cited in Johnstone & Dallos, 2006), performing 
complementary functions to the DSM (Aveline, 1999). It has also been suggested 
that formulations are too lengthy to compare to the speed of communication achieved 
by the DSM (Kendell, 1975). Therefore, what is gained in terms of understanding on 
the individual level is lost in terms of rapidity and there are some situations in time 
pressured NHS environments in which this might be seen as a loss. The 
individualised nature of formulation also places it at a disadvantage to the uniformity 
of the DSM for research (Aveline, 1999).
18
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Bieling and Kuyken (2003) reviewed the evidence that formulation is reliable, valid 
and useful. They found evidence that highly systemising the formulation method led 
to some improvements in reliability and in a separate study, that good reliability 
existed for descriptive but not inferential aspects of formulation (e.g. Eells et al., 
1998; Fothergill & Kuyken, 2002; cited in Bieling & Kuyken, 2003). They found no 
evidence in either direction in regards to the validity of formulation. They cited 
Chadwick et al. ’s (2003) study in relation to utility, which provides evidence that 
sharing the formulation during Cognitive Behavioural Therapy (CBT) for psychosis 
has mixed effects on the therapeutic relationship for clients, but increased the 
alliance for therapists. Although this is an interesting result, the evidence is limited to 
13 clients with psychosis and two qualified therapists. Clinical experience suggests 
to me that formulation is helpful to clients to begin to address the ‘what and why’ 
questions that are often raised. More research is clearly needed in all three areas 
assessed by Bieling and Kuyken (2003) to objectively assess whether formulation 
could satisfactorily replace psychiatric diagnosis.
In terms of psychological understanding, theoretical models vary in terms of their 
complementarity to the DSM. For example, CBT has traditionally been closely allied 
to diagnostic framework for planning treatment (e.g. Beck, 1995). More recently, 
cognitive and behavioural processes that are common across some disorders have 
begun to be explored. Harvey et al. (2004) reviewed the evidence for transdiagnostic 
maintaining factors and identified 13 ‘definite’ processes (e.g. recurrent memory), 
nine ‘possible’ (e.g. thought suppression) and only two that were distinct to 
psychosis (i.e. data-gathering deficit and source monitoring). This appears to be a 
fruitful avenue for research and potentially for practice. For example, Norton and 
Philipp’s (2008) meta-analysis showed that transdiagnostic CBT treatment has 
similar efficacy to disorder-specific CBT treatments across anxiety disorders. While 
Norton et al. (2004) demonstrated a significant improvement in depression scores 
after transdiagnostic treatment for anxiety disorders, without introducing any 
depression-specific interventions. Harvey et al. (2004) also recognise the need to 
account for differences between people’s presentations, and suggest the concept of 
‘current concern’ as useful in determining the content of transdiagnostic processes
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(e.g. contamination, weight), together with examining the relative contribution of 
particular transdiagnostic and distinct processes.
Systemic understandings have always been in contrast with the DSM. Systemic 
theories view problems as relational in nature (e.g. Bateson, 1972; cited in Carr, 
2006) and therefore often talk about the ‘identified patient’ to acknowledge where 
the problem has been located by others (e.g. through diagnosis). Allen (2004) 
analysed the discourses present in the DSM IV about Borderline Personality Disorder 
(BPD). She identified an ideal created by the DSM IV about the self as stable, 
autonomous, controlled, goal-directed and adult-like. This suggested to Allen that 
people with BPD are being positioned in relation to westem capitalist, traditionally 
masculine values. Allen pointed to the high rates of sexual abuse in people diagnosed 
with BPD and suggested that such people can find relations with professionals 
difficult, as they tend to recreate the power hierarchy. Systemic understanding can 
therefore be useful to elinical psychologists to contexualise people’s experiences and 
patterns of relating, as well as requiring them to continually examine what values are 
being used to judge service users.
In terms of exploring alternatives to diagnostic-based research, Bentall (2007) 
described a complaints-based experimental approach to the study of hallucinations 
and delusions, while Boyle (2007) advocated re-focusing research on the 
psychosocial causes of distress to contribute to preventative measures. Congruent 
with this, Harvey et al. (2004) suggested researching predisposing and precipitating 
transdiagnostic processes. Follette (1996) has also proposed researching homogenous 
functions of behaviour (i.e. the same behaviours can have different functions and 
different behaviours can have the same function), but this is limited in utility to the 
behavioural theory. More research on ‘non-chnical’ populations would also be 
clearly implicated to better understand the continuities of people’s experiences. 
‘Resilience’ research is another recent research avenue that has begun to explore 
what strengths people draw upon to prevent the severity of their distress escalating to 
clinical levels (e.g. Ryff & Singer, 2003). Clearly, there are many options to explore, 
but this poses a significant challenge if non-diagnostic approaches are to compete
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with the clearly defined approach offered by the DSM that allows comparisons to be 
made internationally.
Psychiatrists
There is no doubt that the abandonment of the DSM would have a significant impact 
on the role of psychiatrists, especially in relation to power dynamics. For example, 
Jan Wallcraft described her experiences of observing a user-run crisis project 
(Wallcraft & Michaelson, 2001), during which the service users argued against the 
local mental health trust over plans to employ a psychiatrist. However, as Moncrieff 
(2007) points out, there is no reason why the prescription of medication cannot be 
done on the basis of complaints rather than diagnosis. There would also probably be 
a continued role for psychiatrists in helping to manage risk and potentially working 
towards dimensional approaches. These proposals are likely to be perceived as 
threatening to psychiatry. Therefore it is important that discussions about the 
psychiatric taxonomy are not seen as creating an ‘us and them’ mentality between 
psychiatrists and other mental health professionals, which then limits 
communication.
Williams et al. (1999) describe a community support unit built on a model devised 
by staff, which focused on ‘valuing the client as an individual’, ‘the social origins 
and consequences of mental health problems’ and the ‘normality of mental health 
problems’. Staff had developed the model by ‘subordinating the traditional emphasis 
on diagnosis’ (p.476), instead advoeating self-definition of the problem. The service 
was no longer viewed as 'consultant led' and much of the Consultant Psychiatrist's 
role was that of supporting and consulting with nursing staff. The service’s value 
statement of equality and partnership with service users led the authors to consider 
that the training of psychiatrists should begin to readdress the imbalanee between 
teachings on human relationships and biology. This was echoed by Double (2001), 
himself a Psychiatrist, who proposed that psychiatric training should incorporate 
critical psychiatry and develop a self-reflexive approach. New Ways o f Working for  
Psychiatrists (DoH, 2005) also illustrates a shift in culture towards more recovery- 
orientated, culturally sensitive, person-centred working, where the ‘perspective of the 
whole person’ is retained.
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Conclusion
It appears that little consensus has been reached with regards to whether the DSM IV 
should bum. Clearly there are substantial critiques to be made of the diagnostic 
framework, but the strength of its utility cannot be underestimated. It has become a 
pervasive, widely accepted discourse, although there are indications that the way it is 
being used is changing and significant shifts may emerge with DSM V. The power of 
psychiatrists to define an individual’s difficulties and distress has been challenged by 
emerging discourses of ‘self definition’ and the increasing popularity of 
psychological formulations and interventions. Although many fruitful alternatives to 
the DSM exist, their lack of cohesiveness is the main shortcoming at the present 
time. Although there was evidence that the alternatives could serve the functions of 
communicating about, studying and treating people, it must not be assumed a priori 
that these would necessary be more reliable or useful to clinicians, services and 
service users.
Personal Reflections
I began this essay with a strongly anti-diagnostic position, which I have been forced 
to re-evaluate. My original position was heavily influenced by my critical 
psychology undergraduate education and my systemic training, both of which were 
attractive to me partly due to a transgenerational theme in my family-of-origin of 
challenging dominant discourses and oppression (e.g. feminism, socialism, 
environmentalism). I have also been able to reeognise the continuities of experience 
between service users and myself, although I have never attracted a diagnosis, which 
I hypothesise is due to my many protective factors.
Although I have tried to present something of a balanced argument, it has been 
impossible to be dispassionate about the subject matter. This is reflected in the biases 
I have introduced in the selection and discussion of material. My position has 
changed as a result of these efforts nonetheless, as I have had to accommodate more 
complexity and uncertainty. This was challenging at times, partly because I was 
grappling with an increasingly pragmatic view that the DSM was more pervasive and 
irrevocable than I first thought. It had been my intention to focus the essay more on 
the alternatives to the DSM than the controversies behind it, but I found myself going
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deeper into the latter. This might be because there is still so much left to resolve 
before we can go ‘beyond diagnosis’ as suggested in The Psychologist.
Writing this essay has made me much more aware of my position on diagnosis 
within the therapy room and with other professionals. I am mindful not to impose my 
viewpoint on others, but equally not to ignore individuals’ diagnoses as potentially 
useful sources of information, not least, the meanings that have been attached to 
them by the individual. These are issues that I hope to explore further in supervision. 
I also wonder whether my more ‘balanced’ perspective has been influenced by my 
socialisation into a diagnostically-based mental health system and whether it will be 
difficult to remain critical within it. Therefore, although my naivety may allow me 
more critical thought, I am also aware of the power inequalities I experience as a 
Trainee Clinical Psychologist that make it more difficult to challenge accepted 
practice.
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What are the differences and similarities in the process and content o f 
supervision and consultation practices in clinical teams?
How might we evaluate the effectiveness o f supervision and consultation in
our NHS work?
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Introduction
As a Trainee Clinical Psychologist who is about to embark on my \  first consultation 
with a clinical team on an inpatient mental health ward, the similarities and 
differences between consultation and supervision have much more than academic 
relevance. In fact, when reading the consultation reflections of my predecessors, 
differentiating between the two was problematic. Managers sometimes hoped that 
consultation could fill the gap in their staff members’ requirements for supervision 
and the situation was perhaps not always helped by trainees who offered both group 
and individual consultation by way of compromise. Therefore, I hope that the 
process of writing this essay will assist me to be clear about the distinctions with 
clinical teams from the outset.
Of course the topic has much wider importance for clinical psychology as a 
profession. A joint initiative between the National Institute for Mental Health in 
England (NIMHE) and the British Psychological Society (BPS) resulted in the News 
Ways o f Working (NWW) for Applied Psychologists in Health and Social Care: The 
End o f the Beginning (BPS, 2007) report, which states that:
Psychologists should seek to develop their role in contributing to the improved 
effectiveness o f services though process consultancy at systems level, peer 
consultation and supervision, leadership and the promotion o f effective roles 
for users and carers, (p.7)
Therefore, the initiative suggested that applied psychologists, including clinical 
psychologists, had a greater potential to deliver consultancy and supervision than 
was being realised within the profession.
The NWW for Applied Psychologists report, along with the Increasing Access to 
Psychological Therapies (lAPT) agenda (e.g. Department for Health, 2008), have 
also highlighted the need for psychologists to take more responsibility for relevant, 
systematic and robust clinical governance. A crucial part of clinical governance is
' I have chosen to use the first person throughout this essay in order to foster self-refiexivity about the 
topic.
31
Academic Dossier: Professional Issues Essay
ensuring clinical effectiveness through audits and evaluation of the work carried out 
by clinicians. Therefore, not only do clinical psychologists face the challenge of 
evolving our roles to include greater amounts and levels of supervision and 
consultation, but we must also prove that these developments are an effective and 
beneficial use of our time and skills.
In order to explore what this challenge might mean for clinical psychologists, I will 
firstly attempt to define supervision and consultation and highlight some potentially 
useful models of both. Using these ideas, I will consider how the processes and 
content of supervision and consultation might differ and overlap. Throughout this 
endeavour, I will examine what research evidence can be found in support of the 
concepts. Finally, I will explore some possible ways for clinical psychologists to 
evaluate the work they do in supervision and consultation.
Definitions of Supervision and Consultation
Milne (2007) offers a definition of clinical supervision as: The formal provision by 
senior/qualified health practitioners, of an intensive relationship-based education and 
training that is case-focused and which supports, directs and guides the work of 
colleagues (supervisees)’ (p.440). Note that this definition introduces the notion that 
clinical supervision is formal, i.e. sanctioned by the organisation and usually 
contracted. I will be focusing on both formal supervision and consultation, whilst 
acknowledging that supervision and consultation also take place on a more informal 
basis, for example, quick work-focused conversations ‘in the corridor’. The above 
definition is intended to cover pre- and post-qualification supervision, although 
arguably pre-qualification supervision involves a larger degree of evaluation of the 
supervisee.
Consultation, on the other hand, is defined by Huffington and Brunning (1994) as 
‘...a process involving a consultant who is invited to help a client with a work related 
issue. The client can be an individual, a group or an organisation’^  (p. 13). And 
Campbell et a l  (1991) state that ‘consultation usually refers to one party seeking.
 ^Whilst recognising that consultation can involve an individual, group or organisation, for the 
purposes of this essay, I will restrict the discussions to consultation to clinical teams as set out in the 
essay title. ___
32
Academic Dossier: Professional Issues Essay
formally, the advice of another. The advice given is about work-related matters: any 
implementation of the advice is left to the client’ (p.5).
Both of the above definitions seem to suggest that consultation is not a requirement 
of the consultant, but something that originates from the client. Whilst my experience 
is limited, it seems that the psychologist, rather than the team, can initiate regular 
consultations in order to fulfil their role. Whilst on the surface of Campbell et aZ.’s 
(1991) definition the function of consultation is for the consultant to give advice, 
they go on to propose a model of consultation through which the consultant does not 
give a solution, but works alongside the organisation to find a solution. I will go on 
to explore this model.
Another way to examine the definitions of supervision and consultation is to consider 
their etymology. The Latin ‘consulte’ means to ‘deliberate, reflect, to consult’, whilst 
the prefix ‘con’ means ‘together’, as in the words confab and conspire (Kidd et a l, 
1997). In contrast, the prefix ‘super’ generally means ‘above or beyond or over’, as 
in the words superintendent and superior (Allen, 1984). From this, it seems that the 
words themselves contain clues as to possible differences between the activities, 
namely the power relations that exist between supervisor and supervisee(s), and 
consultant and consultee(s).
Models of Supervision
Beniart (2004) details several approaches to theorising about supervision, including 
developmental models and social role models. However, the Systems Approach to 
Supervision (SAS; Holloway, 1995) seems most applicable to the present discussion 
due to the breadth of the model. The model has the supervisory relationship as the 
core factor, and six other interrelated factors. The four contextual factors are the 
client, trainee, supervisor and institution. The remaining two factors are the tasks of 
supervision and the functions of supervision.
The supervisory relationship is thought about in terms of: interpersonal structure, 
suggesting that the power is held by the supervisor; the phases of the relationship, 
starting more formally and becoming more open, individualised and informal; and
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the mutual expectations of supervisor and supervisee. The tasks of the supervision 
are to teach counselling skills, develop case conceptualisations together, develop the 
professional role of the supervisee, and to increase the supervisee’s emotional 
awareness and skills of self-evaluation in relation to their work. Finally, the functions 
of supervision are to monitor/evaluate, instruct/advise, model, consult and 
support/share with the supervisee.
That this model is based on so many dynamic elements is an advantage, as it avoids 
simplifying the complex task of supervision. In terms of my personal experience of 
being supervised, this model has face validity, especially in the sense that all the 
elements rely on the supervisory relationship. Each element of the model was 
developed from existing research into supervision, such as Holloway and Poulin’s 
(1995; cited in Holloway, 1995) process research into the common roles of the 
supervisor, which were translated into the functions of the supervision. Beinart 
(2004) reminds us that the model as a whole has not been tested to better understand 
the interrelations between elements.
Models of Consultation
Interestingly, a ‘call to arms’ similar to the NWW for Applied Psychologists initiative 
was made in the family therapy arena in the 1980s, when family therapists faced the 
prospect that their once distinctive practices were no longer limited to family 
therapist practitioners (Wynne et a l,  1987). This parallels the current situation for 
clinical psychologists, as we increasingly find that other professions are using 
Cognitive Behavioural Therapy (CBT). It seems that family therapists responded to 
this professional threat with a greater conceptual and practice focus on the role of 
‘family consultation’ and ‘systems consultation’. It is therefore unsurprising that 
models of consultation are relatively well developed within the family therapy 
literature compared to the clinical psychology literature.
One such model is the Development Consultation model by Campbell et al. (1991). 
Although references are to consultation with organisations, it seems highly 
applicable to clinical teams, since the emphasis is on change within systems. Indeed, 
adjusting to change within the National Health Service (NHS) is arguably one of the
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major challenges facing all clinical teams. The consultant uses mutual exploration of 
the problem to elucidate the meaning the problem has for relationships within the 
organisation and the meaning of any change. Therefore, the consultant encourages 
self-reflexivity amongst consultées, with the question ‘how are a person’s beliefs 
related to their behaviour?’ in mind. The consultant uses a systemic stance of 
neutrality and systemic techniques of hypothesising, circular questioning and 
reframing to explore beliefs and actions and introduce new explanations^. Although 
Campbell et al. (1991) give practice-based examples of the Development 
Consultation model, no other practice-based evidence or research base could be 
found.
More recently in the clinical psychology literature. Lake (2008) introduced the Team 
Formulation Approach to consultation, based on CBT, systemic theory and 
attachment theory. The clinical team chooses a piece of case-focused work that its 
members would like to discuss and the reasons why this particular case has been 
brought are briefly explored. The team are then facilitated to generate a case history 
using a bio-psycho-social model, which forms the basis of a cyclical formulation. 
The evidence for this model is practice-based and comes from Lake’s (2008) own 
experiences of using the model. Again, no other support for the model exists at 
present.
Differences and Similarities in the Process and Content of Supervision and 
Consultation Practices
From the above definitions and models of supervision and consultation, some key 
differences and similarities in practice emerge. These are not easily divisible into 
content and process, since what happens in practice is interlinked with how it is 
achieved. However, I will consider the content in terms of the tasks and functions of 
supervision and consultation and the processes in terms of the power relations, 
responsibility and accountability and the supervisory/consultancy relationship.
 ^It is beyond the scope of this essay to do justice to defining the systemic stance and techniques 
employed in this model. Readers are therefore referred to Campbell et a/. (1991).
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Content
Tasks
One of the main areas of overlap between the tasks of supervision and consultancy is 
in the area of case conceptualisation. According to Holloway’s (1995) SAS model 
this is one of the features that is nearly always present in supervision, as the 
supervisee and supervisor work together to formulate, which forms the basis of 
treatment. Both the models of consultation explored here also have conceptualisation 
of the work as a key feature, perhaps most explicitly in Lake’s (2008) Team 
Formulation Approach. Therefore, common to both supervision and consultation is 
the task of developing a better psychological understanding of the work carried out 
by clinicians, even though the supervisor and consultant are unlikely to have met the 
service users the clinicians are working with.
It would seem likely that this task may be more challenging within the role of 
consultant, as the consultées may be starting with a case conceptualisation that is 
more medical than psychological (e.g. one framed around ‘mental illness’), whereas 
the supervisor and supervisee already share a common approach. Another difference 
in this area is that the consultant may attempt to balance formulating the service 
user’s difficulties, as in Lake’s (2008) model, with formulating the team’s 
difficulties, as in Campbell’s (1991) Development Consultation model.
Another key task in both supervision and consultation is developing the emotional 
awareness and self-evaluation of the recipients. This is explicit in Holloway’s (1995) 
SAS model of supervision, while Lake’s (2008) model of consultation includes 
exploring the feelings of the team in response to the behaviour of the service user and 
Campbell et al.’s (1991) model of consultation fosters a self-reflective position in 
consultées. However, this task has a more central role in supervision, as 
psychotherapy depends upon the therapist’s understanding of his or her own 
emotional responses to the service user (Holloway, 1995).
Lastly, differences are observed in the teaching of counselling skills and developing 
the professional role, which are tasks of supervision that cannot easily be translated 
to the consultation sphere. This is a consequence of consultation often being multi­
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disciplinary, whereas supervision is usually, although not exclusively, within 
profession.
Functions
Apart from the fact that Holloway’s (1995) SAS model of supervision has consulting 
as one of the functions of supervision, there is scope to explore the overlap between 
the other functions of supervision - monitor/evaluate, instruct/advise, model and 
support/share - with those of consultation. The first of these - the act of monitoring 
and evaluating the supervisee - rests on the hierarchical nature of the supervisory 
relationship, as well as the accountability of the supervisor (see under Process), and 
so will differ from consultation. Although monitoring and evaluation are not part of 
either model of consultation detailed here, it would seem likely that this forms a part 
of the work when consultants remain alert to issues of risk and poor practice within 
the team, as well as when they find strengths in the teams functioning. However, the 
consultant is not responsible for formally evaluating the team’s general performance 
or professional development, as a supervisor would.
The second of these functions - instruct/advise - is included in Campbell et aVs  
(1991) definition of what consultants ‘usually’ provide, but they propose a model in 
which advising and instructing are absent. It could be argued that Lake’s (2008) 
model allows more advising on the part of the consultant about how to formulate the 
individual’s difficulties. However, it is my experience within supervision that 
supervisors vary in their willingness to instruct and give advice, perhaps in order to 
foster more self-efficacy in their supervisees, and I would imagine this might be 
reflected in consultants too. The third function of providing a role model and 
modelling good practice for the supervisee may also be an important function of 
consultation, although not reflected in either model of consultation. Finally, the 
function of sharing and supporting in supervision is likely to be equally as important 
to consultation, as both are forums for managing difficulties, although there is less 
emphasis on the need of the consultant to be empathetic and encouraging within the 
models of consultation.
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Process
Power relations
From Milne’s (2007) definition of the supervisor as in a ‘superior’ position, 
Holloway’s (1995) hierarchical nature of supervision and the etymology of both 
words, we could assume that supervision differs from consultancy in that the 
supervisor holds the power over the supervisee, whereas the consultant and consultée 
share the power more equally. The evaluative element of supervision would seem to 
support this idea, as would the fact that being supervised is a compulsory part of 
clinical psychologists’ role (Bernard & Goodyear, 2004), whilst consultancy is 
usually not compulsory for clinical teams. I would certainly relate to this power 
dynamic in my own experiences of being supervised, where it has not always felt 
possible to give honest, balanced feedback about the supervisor. I am also mindful 
that it is likely that my relationships with my supervisors will change over the course 
of training to a more collegial relationship (e.g. Stoltenberg et a l, 1998; cited in 
Bernard & Goodyear, 2009).
Within consultancy. Lake’s (2008) Team Formulation Approach suggests that the 
bio-psycho-social model allows consultées’ perspectives to be valued and Campbell 
et a l ’s (1991) model of Developmental Consultation allows mutual exploration and 
valuing of all ideas. However, I am not sure that a clinical team would feel they held 
equal power to the consultant. Most staff members of clinical teams are lower paid 
than clinical psychologists, have less formal training and do not have a ‘doctor’ title, 
and therefore the psychologist has more ‘legitimate power’ (i.e. socially sanctioned 
power of their role; French & Raven, 1960; cited in Holloway, 1995). Although 
clinical psychologists may hope to draw out the clinical team’s expertise, they are 
also tasked with providing a psychological perspective. They are usually not tasked 
with teaching psychological skills, as a supervisor might be, and therefore, they 
maintain their ‘expert power’ (i.e. that attributed to them because of knowledge or 
skills; French & Raven, 1960; cited in Holloway, 1995).
Responsibility and accountability
The Division of Clinical Psychology (2009) states that the supervisor and supervisee 
share accountability for clinical decisions made in supervision, while it is the
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supervisee’s responsibility to enter into a supervisory agreement with a supervisor 
who is suitably competent and experienced. Scaife (2009) identifies the concept of 
‘vicarious responsibility’ in supervision, such that supervisors are legally jointly 
liable for cases of negligence in the supervisee’s work. It is also the responsibility of 
the supervisee to prepare for supervision and the supervisor should have an overview 
of all the work carried out by the supervisee. In pre-qualification supervision, there is 
a greater responsibility held by the supervisor for the clinical work, for example, that 
the selection of work is not beyond the trainee’s level of competence.
This differs from consultation, as suggested by Campbell et a/.’s (1991) definition of 
consultation, such that the responsibility for implementation of any advice rests with 
the consultée. Similarly, Huffington and Brunning (1994) assert that consultation 
differs from supervision, as ‘the responsibility for fulfilling the task of the 
organisation in the consultancy process lies with the client, whereas the 
responsibility for the consultancy process lies with the consultant’ (p. 13). This is 
supported and expanded upon by Wynne et al. (1987): ‘In any consultation, the 
consultée, not the consultant, sets the agenda, and the consultée is entirely free to 
accept or reject the proposals or recommendations of the consultant.’ (p.8.)
The above quotation supports the idea that the consultée has greater freedom and 
responsibility than the supervisee for implementation of any ideas generated. In a 
similar vein, the consultant is also not required to know of the clinical team’s full 
caseload and other work requirements. However, the consultant may be in a better 
position to consult if they have at least some awareness of the competing demands 
upon staff members. Finally, a similarity is observed between Lake’s (2008) Team 
Formulation Approach, whereby the consultee(s) selects clinical material in advance 
of the meeting and the need for the supervisee to prepare for supervision. Both 
supervision and consultation therefore may have greater potential to be useful when 
the recipient thinks beforehand about how they would like to use the time.
The relationship
The relationship between supervisor and supervisee is considered to be central to the 
process of supervision, as evidenced by a host of studies (e.g. Wheeler, 2004) and
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Holloway’s (1995) SAS model. However, the relationship between consultant and 
consultee(s) is not mentioned in either model explored here and is arguably 
important to the process of consultation. Two topics found in the supervisory 
literature have scope for extrapolation to the process of consultation. These are 
parallel processes and diversity issues.
The concept of parallel processes in supervision has roots in psychodynamic theory 
(Bernard & Goodyear, 2009). It refers to the unconscious ways elements of the 
therapeutic relationship between service user and therapist are ‘played out’ between 
therapist (as the supervisee) and supervisor. For example, through identification with 
an anxious service user, I might present as particularly anxious about meeting this 
individual’s needs during supervision. It is a limitation of both Lake’s (2008) and 
Campbell et al.’s (1991) models of consultation that they do not discuss the impact 
of how the work clinical teams do might affect how they present during consultation. 
Thomdycraft and McCabe (2008) go some way to addressing this in their 
presentation of a ‘team development and reflective practice group’. They recognise 
that clinical teams in the NHS are asked to move in and out of touch with their 
service users’ distress and as a consequence, can present with a group culture 
characterised by the defence of splitting, collective regression and rapidly shifting 
mood states' .^ This can result in powerful projections into the group facilitator, whose 
role is to provide a containing forum for these projections.
Another area of relevance is diversity in the relationship. For example, Gatmon et al. 
(2001) found that open discussions of similarities and differences in ethnicity 
predicted working alliance in supervision, while discussions of gender and sexual 
orientation were related to greater overall levels of satisfaction with supervision. 
Working alliance is defined as the emotional bond between the supervisor and 
supervisee, as well as the agreement about the goals and tasks of supervision. 
Gatmon et al. (2001) contrasted the benefits they found of open discussions of 
diversity with the low frequency with which these discussions were found to take 
place. This is arguably one of the ways in which supervisors can act as role models
* It is beyond the scope of this essay to explain the defences referred to by Thomdycraft and McCabe 
(2008) and readers are referred to the original article.
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for supervisees, who are expected to have such conversations with their service 
users.
There is little in the consultation literature to suggest that consultants are having 
these conversations with clinical teams either. Jackson and Hayes (1993) have stated 
that consultants should be motivated to become familiar with the cultures of their 
consultées and to ensure a particularly collaborative relationship if the consultant is a 
member of the dominant culture and the consultée a member of a minority culture. 
However, there is apparently no research to elucidate the impact of cultural 
similarities and differences and open discussions of these as part of consultation. As 
a middle-class, White-British professional due to consult with a low-paid clinical 
team largely from Black and Minority Ethnic groups, working within an affluent, 
predominantly White-British geographical area, I expect that conversations about 
ethnic difference might be important to the process of consultation, not least to work 
constructively with the power imbalances that may exist. Of course, there is a risk of 
limiting such discussions to visible differences, particularly in the group consultation 
context.
How Might we Evaluate the Effectiveness of Supervision and Consultation in 
our NHS Work?
The NWW for Applied Psychologists report warns against making assumptions about 
psychologists’ ‘competence and confidence’ in achieving a systems level of 
consultancy. There is also a lack of requirement currently to include consultation and 
supervision skills teaching in pre-qualification training for clinical psychologists, 
although post-qualification training courses in supervision and consultation skills 
exist. Therefore, in the context of providing ‘value for money’ and ‘evidence-based 
practice’, it is essential that clinical psychologists demonstrate that their engagement 
in supervision and consultation is effective for the different stakeholders: supervisees 
and service users, consultées and their service users.
Supervision
Gonsalvez and McLeod (2008) have pointed out that despite the assumed value of 
supervision, there is little in the way of research evidence to demonstrate its
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effectiveness for service user outcomes and virtually no standardised outcome 
measures with which to measure this. However, there are some exceptions to this 
dearth.
Milne and James (2000) provide a systematic review of empirical studies of the 
effectiveness of supervision in the ‘educational pyramid’, i.e. 
‘supervisor—^ supervisee’ and ‘supervisee—^ service user’. They used the features 
outlined by Ellis et al. (1996; cited in Milne & James, 2000) to include only those 
studies that were deemed well designed. Therefore, the study placed greater value on 
‘hard’ measures (i.e. those that involved direct observation), than on ‘soft’ measures 
(i.e. self-report only). Mostly studies based on CBT supervision and those within the 
field of learning disabilities met their criteria. The review supported the view that 
supervision has successful outcomes at all levels of the educational pyramid. Since 
‘successful outcome’ was judged across a range of measures, it is difficult to 
ascertain from Milne and James’ (2000) paper whether the outcome measures used 
with service users were concordant with service users own perceptions of ‘success’ 
or whether they had any input into the design of the measures. Additionally, the 
supervisee—>carer relations were not included in the review, which seems to reflect 
an absence of any research in this area.
The Working Alliance Inventory (WAI; Horvath & Greenberg, 1989; cited in 
Bernard & Goodyear, 2009) is one measure that has been used to explore the 
therapeutic relationship and has also been adapted for the supervisory relationship, 
i.e. the Supervisor Working Alliance Inventory (SWAI; Efstation et a l, 1990; cited 
in Patton & Kivlighan, 1997). It is a quantitative scale based on Likert ratings. There 
is some initial research using these measures to suggest that the supervisory working 
alliance as perceived by the supervisee is related to the service users’ perceptions of 
working alliance in therapy (Patton & Kivlighan, 1997). However, the study is 
limited to the American counselling psychology context and used only protocol- 
based time-limited dynamic psychotherapy. In addition, the ‘service users’ were 
sourced from an undergraduate, ‘non-clinical’ population, who were screened for 
motivation, psychological mindedness and intelligence. The ‘trainees’ in the study 
also had no counselling experience and the ‘supervisors’ were doctorate students.
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Despite these many methodological limitations, the study suggests that therapeutic 
and supervisory alliances have potential in the measurement the effectiveness of 
supervision for supervisee and service user.
Therefore, satisfaction measures, observational data and quantitative scales of 
alliance have been useful in beginning to evaluate the effectiveness of supervision. 
Much of this has been directed towards establishing a causal link between 
supervision and service user outcome (Scaife, 2009). There is a long way to go on 
this endeavour, which is unsurprising considering the complexity of supervision, 
together with complexity of therapy.
In any system which has an inherent complexity (a multi-variable system) 
and/or where there is a significant time lag between the action o f the ‘input’ 
variables or design factors and the outcomes; where various paths o f causality 
or causal loops may pertain, then it is not suited to an analysis which is 
conducted on the expectation o f a measurable or a clear and direct simple 
connection between input and outcome. (Scaife, 2009, p.341)
Consultation
If supervision has been suggested to be a complex network of effects to measure and 
explain, then consultation presents an even greater challenge to evaluate. In 
supervision, studies have focused on the link between supervisor, supervisee and 
service user. When a single supervisee is replaced with multiple staff in a team and a 
single service user is replaced with multiple service users, then the interactions 
become somewhat bewildering. This is perhaps why current studies of evaluating 
consultation within services have focused on the subjective experiences of consultées 
to date. Two small-scale studies exemplify this.
The first study was conducted by Thirlwall and Silver (2005) on a consultation 
service to the social work team about looked after children. Semi-structured 
interviews were conducted with the social workers post-consultation over the 
telephone, with questions such as ‘did you find the consultation helpful?’. Their 
responses were coded as strong positive, mild positive or negative/neutral. The
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authors suggested that out of 25 social workers, the majority of answers reflected a 
strong positive reaction to consultation. The second study by Jones and Weinberg 
(2006) focused on consultation clinics within learning disabilities services, evaluated 
with a short questionnaire designed by the authors, using open-ended and fixed 
response formats. The questionnaire produced information pertaining to who used 
the clinics, what they were used for, what advice was given and how helpful that was 
thought to be.
The obvious problems with the above studies is that they do not reference a 
particular model of consultation that they are evaluating, nor provide information 
about how their questionnaires were developed or the reliability of the coding of 
responses. Thirlwall and Silver (2005) also seem somewhat biased in the direction of 
highlighting benefits of consultation, by equating negative responses with neutral 
ones. It would seem that a more detailed qualitative research study into the 
experiences of consultées could be a first stage in starting to evaluate consultation. 
From that point, researchers would be in a better position to develop questionnaires 
that could be applied more systematically and routinely to consultation services. As 
with supervision research, observational data would be valuable alongside self- 
report.
In addition to questionnaire and observational data focusing on the satisfaction levels 
of consultées, more quantitative data could be gathered on attendance at 
consultations and staff sickness levels, staff retention rates and work-related stress 
levels. For example, the Mental Health Professionals Stress Scale (MHPSS; 
Cushway et a l, 1996) is one measure of stress intended to apply across mental health 
professions. Collating data on staff sickness levels and staff retention rates has the 
advantage that the data should be pre-existing, although obviously there are many 
extraneous factors affecting these.
Another crucial aspect is how the consultation affects the work of the staff members, 
which is difficult to measure because, as Jones and Weinberg (2006) point out, it is 
not usually possible for the consultant to establish how the discussions in 
consultation are followed through. In addition, factors such as psychological
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understanding, staff consistency and working relationships with (multiple) service 
users would need to be carefully operationalised for study. In turn, if staff morale and 
working relationships with service users are found to improve with consultation, then 
one would expect greater service user satisfaction with care and even perhaps 
reduced distress levels. These are not suggested to be simple causal relationships, but 
only ideas for where the research might take us.
Finally, as suggested at the beginning, clinical psychologists need to demonstrate that 
consultation is an effective use of their time. One challenge in achieving this is that 
current clinical record systems record non-direct contact in an unsatisfactory manner. 
While supervision time is not recorded according to individuals discussed, the 
resulting therapy time is captured. Consultation time is not recorded at all in clinical 
systems biased towards individualised treatment, as the clinical psychologist is 
unlikely to meet the service users and the systems have no way of treating clinical 
teams as clients. Eventually systems will need to capture this data, so that economic 
arguments can be made about the effectiveness of consultation compared to direct 
individual therapy.
Summary
I have explored some definitions and models of supervision and consultation, 
including Holloway’s (1995) Systems Approach to Supervision, Campbell et al.’s 
(1991) Development Consultation, and Lake’s (2008) Team Formulation Approach 
to consultation. Although similarities and differences were highlighted between 
supervision and consultation, these were rarely as clear-cut as they initially appeared. 
Research and theory development in the area of consultation needs to expand rapidly 
to ‘catch up’ with that of supervision and until then, much of what we think of as 
differences and similarities remains speculation. Despite these reservations, I have 
gained enough appreciation of how to differentiate the two tasks to assist me to 
explain the practices to clinical teams. The question of how we might hope to 
evaluate these practices proved difficult to answer, not least due to the complex 
nature of the practices themselves. Although there are many areas for future research, 
one such useful avenue appears to be in developing tools to enable clinical 
psychologists to routinely evaluate their supervisory and consultancy practices.
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Introduction
To consider my learning from the Problem Based Learning (PEL) exercise, will 
reflect upon the task itself, the group processes and my role within the group, the 
group feedback and reflections, and how I have taken my learning forward in my 
clinical practice.
The Task
Being given the title The Relationship to Change and asked to give a presentation in 
five weeks time is likely to raise most people’s anxieties, not least those currently 
going through significant life changes. We were told that having a task was the best 
way to get to know our group members, but my experience was that the pressure of 
presenting was not conducive to this, although it forced us to work collaboratively. 
At first the task seemed ambiguous and I craved a clearly defined ‘problem’ to ease 
my anxiety. However, I came to see that this task also allowed us to define our own 
approach and that this was a more ‘adult’ style of learning.
After the group ‘brainstormed’ around various levels of change, we soon established 
that we were most interested in the wider issues of change in clinical psychology as a 
profession, located within the socio-economic context. As recently highlighted by 
Francis-Ehnholm and Petersen (2009), there is a current climate of change and 
uncertainty within the profession. There are key drivers of change, such as the 
National Institute for Clinical Excellence (NICE) guidelines. Increasing Access to 
Psychological Therapies (e.g. Centre for Economic Performance, 2006) and News 
Ways o f Working for Everyone (Department of Health, 2007). As the role of clinical 
psychologists in interacting with the evidence base becomes more crucial and they 
are required to take more responsibility for managing teams, the scope for taking an 
active role in the process of change is expanding. We became increasingly interested 
in the idea that becoming agents of change would be more fulfilling than being 
passive recipients of change. We therefore presented a psychology of the ‘past’, 
‘present’ and two alternative visions of the ‘future’, in an analogy of A Christmas 
Carol (Dickens, 1843).
* I will refer to myself in the first person in order to foster greater self-reflexivity.
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In the psychology of the ‘past’, we presented the idea that clinical psychologists had 
more choice over the therapeutic approach they employed. The ‘present’ highlighted 
the impact of NICE guidelines and outcome driven agendas. We then imagined 
future ‘A’ depicting the worst-case scenario of a fully privatised health service, with 
clinical psychologists forced out of the workforce (having been found to be cost 
ineffective), and therapy as computerised and mandatory. Future ‘E ’ saw clinical 
psychologists at the forefront of the changes we want to see: greater synchronicity 
between research and clinical practice, greater account taken of the views of service 
users and more therapeutic choice.
The Group
One of the first decisions made by the group was to have a ‘rotating’ chair. This 
seemed to have the effect of distributing the power more evenly and it also allowed 
me to learn from the different leadership styles within the group. However, it was 
clear that some members were more natural leaders and our approach led to a lack of 
continuity. I did not volunteer for the position of chair until several weeks into the 
experience. This is concordant with my usual experience of feeling unconfident until 
I am familiar with people and processes. When I did take up the role, I learnt the fine 
balance to be struck between organising and ‘containing’ the group and allowing 
flexibility. I also observed in myself a tendency to want to have more influence over 
content when my sense of control over process is threatened.
I observed two strands to the early process of developing our task; firstly, we needed 
to decide on the content of our presentation, and secondly, we wanted to identify the 
format. In retrospect, it may have been more productive to work on the format of the 
presentation after we had developed the content. I believe that this initial focus on the 
format may have arisen due to our anxiety about the task. Some tensions arose in the 
group between members who felt more comfortable utilising creative formats (e.g. 
role-play) and those more in favour of formal approaches (e.g. PowerPoint). 
Eventually, we struck a balance by dividing the tasks according to our strengths and 
this probably led to a richer presentation.
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We were also aware of having to manage a group of eight members. We initially 
divided up tasks and then found it challenging to integrate our many ‘explorative’ 
ideas. The second time we divided into pairs, we had a clearer sense of how the work 
we would produce would fit together again. However, we failed to plan how these 
elements would produce a visually cohesive presentation. Eventually, I took the role 
of integrating the four different styles within days of the presentation. As well as 
highlighting the potential difficulties of managing deadlines within a large group, 
this experience emphasised that I tend to take on more than my share of group labour 
in order to satisfy myself that the job will be done to my own standards. This 
tendency increases my workload stress, so I am now working on taking a fairer 
amount of responsibility, thus necessitating putting my trust in others.
Within the group, I believe I fulfilled the functions of Initiator of new ideas. 
Standard Setter and Evaluator of the groups functioning (Hellriegel et al., 1992; 
cited in Fumham, 2005; Hoffman, 1979 - see Appendix A). For example, when 
myself and another group member found common frustration that we could not see 
how the ideas of the group related to our relationship to change, rather than change 
per se, I voiced this to the group in terms of my needing to understand more. I felt I 
contributed a good share of ideas, but I learnt not to become too attached to my 
ideas. I also observed that one particular member of the group who belongs to two 
social minority groups was more reserved within the group. It may have been helpful 
to talk about how people were finding ‘their voice’ and the reasons for this, which 
perhaps would have allowed greater facilitation for those who needed it.
Feedback and Reflections
The feedback we received was satisfactory to excellent. It was interesting that our 
group immediately defended against the one comment that we could have improved 
upon. As Trainee Clinical Psychologists, we will need to work on recognising our 
strengths as well as weaknesses and not becoming defensive towards constructive 
feedback. Feedback from the markers and audience suggested that the presentation 
had been thought provoking and entertaining. This was reassuring, since we had been 
concerned that the presentation was lacking in theory compared to other 
presentations, but we felt that privileging our own imaginative ideas over theory may
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have led to more debate. I also wonder whether the presentation achieved some 
attitude change in the audience. I certainly came to believe more in the concept of 
‘clinical psychologists as agents of change’ through the process, which was possibly 
a result of the effects of group conformity (Allen, 1965; Kiesler & Kiesler, 1969; 
cited in Smith & Mackie, 2000).
It was also interesting that our post-task group reflections included a commentary 
about our lack of group conflict and whether this was a good thing (Did we have an 
ideal mix of group roles? Perhaps our drive to achieve won the day?), or a sign of our 
stunted development as a group (Did not Tuckman (1965) say we were supposed to 
‘storm’?). I now think that we did have conflict (see Appendix E), but for several 
reasons we found it difficult to acknowledge. Several of the members of the group 
admitted that they naturally avoided conflict. Also it is perhaps integral to our social 
identity as clinical psychologists that we are ‘good at resolving conflict’ and 
therefore more motivated to avoid or deny conflict.
I was surprised to find that I was more comfortable with challenging the consensus 
than others. For example, as a result of our inability to reach an agreement over the 
many ideas we had in week two, the ‘chair’ called a vote. According to McGregor 
(1960; cited in Fumham, 2005) effective teamwork is characterised by working 
towards a consensus and keeping formal voting to a minimum. I voted and then 
voiced that I was uncomfortable with a system that equates to majority rule, without 
what I saw as adequate exploration of other perspectives and compromise. Others 
seemed quite uncomfortable with this, possibly because voting is seen within 
Western culture as a democratic system and also probably because of conflict 
avoidance.
Applications to Clinical Practice
Several learning points for practice have already been discussed, but I will extend 
this more explicitly to other clinical practice. For instance, I have been faced with 
two presentations on my placement so far. My approach was influence by my PEL 
experience in that I tried to use a mix of presentation styles and aimed to provoke 
discussion rather than taking on the role of ‘educator’. I also sought feedback about
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my presentation style and enjoyed the positives, whilst paying due attention to the 
constructive comments. My second presentation had a similarly open criteria to the 
PEL and this time, I embraced the open nature of the question: ‘What is clinical 
psychology?’. In parallel, I have noticed that I have sometimes wanted more clearly 
defined goals in therapy and have had to work at the clients’ pace in deflning these. I 
have also started to co-facilitate two groups and am more aware of my group style 
and how I work with other professionals, for example, taking care that my 
suggestions about how the group could function better are not perceived as 
criticisms.
I have continued to consider our group decision to privilege imaginative ideas over 
theory. This reflects a corresponding dilemma in therapy, whereby tensions exist 
between using evidence-based practice and developing practice-based evidence 
through testing out new ideas. Of course, there are many ethical issues involved and I 
would not be maverick with my clients, but it also seems that the development of 
practice relies on some creativity. For example, Paul Chadwick (e.g. Chadwick et a l, 
1996) appears to have developed a cognitive therapy approach to psychosis through 
integrating existing cognitive theory with Ins own and others experiences with 
clients.
I am grateful to have been made aware of the centrality of change in clinical 
psychology, both within therapy and the profession. I recently observed a meeting of 
local psychologists where the Consultant Clinical Psychologist attempted to 
introduce new proposals for ‘stepped care’ packages. I was struck by how she dealt 
with others’ resistance, by asking others about how the proposals mapped onto what 
they were able to provide locally, so she could feed this back to higher strategic 
levels. She seemed to adopt a sympathetic yet motivation stance, which made me 
wonder if clinical psychologists have skills that are transferable from therapy to 
organisational change. The role of consultant seemed to afford her a relatively 
empowered position in the process, but at the cost of containing others fear, 
resentment and anxiety. The experience also made me realise that clinical 
psychologists face many competing demands and it would be idealistic to think that
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they are always able to engage in changes within the profession as actively as they 
would like.
Final Thoughts
Looking back over my reflections, I am surprised at the amount that I did gain from 
the PEL experience, which I did not recognise at the time. This is a lesson in itself, 
as I must remember to take time to reflect on my clinical psychology training, since 
‘evaluation of progress and outcome is essential for the universal task of learning, 
which cannot occur unless activity is reflected upon’ (Herroit & Pemberton, 1995, 
p. 197; cited in Fumham, 2005).
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Appendix A The possible primary roles assumed hy different team members 
during the PEL experience
Team
Member
Suggested Role Description
A Information giver 
Recognition seeker 
nominator
Offers information
Calls attention to themselves
Tries to assert authority
E Coordinator 
Information giver 
Encourager
Clarifies ideas and brings them together 
Offers information
Praises, agrees with and accepts ideas
C Encourager
Follower
Praises, agrees with and accepts ideas 
Passive and friendly member
D (Me) Initiator 
Evaluator 
Standard Setter
Offers new ideas or solutions 
Assesses the group's functioning 
Raises questions about the group goals
E Information seeker
Coordinator
Harmoniser
Clarifies and seeks information 
Clarifies ideas and brings them together 
Mediates conflict and relieves tension
F Follower Passive and friendly member
G Follower Passive and friendly member
H Evaluator
Harmoniser
Initiator
Assesses the group's functioning 
Mediates conflict and relieves tension 
Offers new ideas or solutions
Note:
The role of Gatekeeper (encouraging the participation of others) seemed to be 
performed by lesser or greater extent by whomever was the 'chair'. This means that 
only the roles of Blockers (negative, stubborn and unreasoningly resistant) and 
Avoiders (maintaining distance from others as passive resisters) were unfulfilled in 
the group. The absence of these self-orientated roles may have led to less ‘storming’ 
(see Appendix E).
57
Academic Dossier: PEL Reflective Account I
Appendix B The group process according to Turkman’s (1965) model.
Group phase Week Examples
Forming 1 -Facilitator present 
-Getting to know each other
-Allocating roles and setting rules, e.g. rotating chair
-Erainstorming and looking for themes
-First allocation of tasks
-Reservation
-Anxiety
Storming 2 -No facilitator
-Challenge of bringing ideas together 
-Vote called
-Lack of clarity over the message
Norming 3 -Facilitator present, therefore more cooperation? 
-Clarification about message 
-Re-focusing efforts 
-Second allocation of tasks
4 -Task focused and timetabling
-Much greater level of agreement and enthusiasm
-Concerns about complexity and flow
Performing 5 -Eringing together our work 
-Rehearsing and reworking the script
6 -The ‘practice one’ before the presentation
-No facihtator, chair or notetaker
-Felt more natural and supportive of each other
Adjourning 7 -Needed to terminate task behaviours but not relations- 
oriented behaviours 
-Reflection post-task
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PBL Reflective Account II
How do we know i f  Increasing Access to Psychological Therapies 
(lAPT) is working?
March 2010
Year 2
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Introduction
I will write this reflective account as a free flowing narrative, following my 
experiences of the Problem Based Learning (PBL) through time. Throughout this 
account, I will weave in reflections on the group approach to the task, my own role in 
the group and approach to the task, and how my reflections can provide learning for 
my clinical practice. This represents a development on my previous reflective 
accounts, which have been structured in sections.
Reflections
My initial reaction when given the task to deliver a presentation based on a 
consultancy report on how the effectiveness of Increasing Access to Psychological 
Therapies (lAPT, e.g. Centre for Economic Performance, 2006) can be measured, 
was one of reluctance. My reaction was largely shared by my other group members, 
drawn from the second and third years of clinical psychology training. Our group’s 
initial discussions were about our many other priorities and how we should aim to 
keep our input to this assignment to a minimum. We were resentful that the task been 
allocated to us without protected timetabled space, so that we had to meet in 
lunchtimes. However, we also accepted that as clinical psychologists we would be 
asked to engage in projects without protected time, and so knew that our boundaries 
would constantly be tested.
Our reluctance for the task was also mixed with scepticism about the lAPT agenda. 
Later on, we reflected whether some of our negativity was absorbed from media 
representations of lAPT, which have tended to be very critical, especially from 
clinical psychologists. These critiques come from a wide range of positions, but have 
probably been influenced by the change that LAPT represents to clinical 
psychologists’ role and the potential threat it creates to the availability of jobs. 
Therefore, this task was not a neutral one. By asking us to engage with ‘consultancy’ 
and ‘evaluation’, we were also being asked to directly engage in aspects of our roles 
that have been emphasised by the lAPT and closely associated New Ways o f Working 
(NWW) for Applied Psychologists (British Psychological Society, 2007) agendas. We 
therefore recognised that it was difficult for us to evaluate lAPT objectively.
60
Academic Dossier: PBL Reflective Account II
Our first thought about the task was that any evaluation of lAPT should be 
considered from the perspective of people who use the services using this model. We 
knew that LAPT was driven by a model that privileged symptom reduction as the 
primary means of evaluating successful outcome, which paid little attention to 
alternative conceptualisations of recovery. For example, Davidson (2005) 
differentiates between ‘the recovery of the disorder in the person and the recovery of 
the person with or without the disorder’ (p.26). Currently, LAPT is only available to 
users of adult mental health services, but with plans to ‘roll out’ LAPT to child and 
adolescent services, we wondered how well LAPT could meet the needs of younger 
service users.
Another strong theme in our discussions was around how LAPT would fare when 
evaluated against cultural diversity issues; were service users representative of the 
local populations? Was lAPT delivering an accessible service? However, we kept 
coming back to one point: had lAPT met its original objectives to maintain people 
with mental health problems in employment and reduce dependency on sickness 
benefits?
When we reflected on our discussion, we realised that we had become polarised 
between an evaluation based on the economic success of lAPT and one based on 
service users’ views. We chose a theme that encapsulated this dichotomy. Borrowing 
a framework from the television programme The Apprentice, we chose to role-play 
our presentation, using the characters of ‘Sir Alan Sugar’, the businessman who sets 
two teams a task to assess their business credentials, in order to find his next 
apprentice. The teams are observed by Sir Alan’s aides who report back to him on 
their team-working and leadership skills. In our presentation, ‘teams’ were set the 
task of presenting how they would evaluate lAPT. The two teams represented the 
two angles that had come to prominence in our discussions: the service-user 
perspective and the économie perspective.
This gave us a light-hearted and engaging way to present a serious topic, although 
with the disadvantage that we would be unlikely to present this way in our clinical 
practice. Through role-playing an aide to Sir Alan, I contributed to the team by
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gathering each group member’s reflections and presenting them within the format of 
The Apprentice, The drawback of myself, as a female group member, providing the 
reflections, whilst one male member of the group played Sir Alan and another joined 
the economic team, was that we had reinforced some gender stereotypes about the 
strengths of women (i.e. passive, talkative) and men (i.e. leaders, mathematical) in 
our society (Basow, 1992). We were not aware of this at the time. Similarly, the one 
member of our group who was from a Black and Ethnic Minority group presented 
the cultural perspective on lAPT, without much discussion about what she would feel 
like to be the only one presenting this issue. This shows a lack of attention to issues 
of diversity within our own group, despite our attention to it within the presentation, 
thus paying ‘lip service’ to it.
We wanted to show that polarising humanistic versus economic arguments is 
unhelpful, and so Sir Alan eventually chose both teams, highlighting our 
understanding that both perspectives are necessary. This was mirrored in the way that 
the group worked. Although we had chosen to be in two teams for the group 
presentation (bar ‘Sir Alan’ and myself), in reality we worked as whole group. 
However, I felt that the opportunity for debating the issues was somewhat limited. 
This was partly due to our restricted time to work together and the need to allocate 
people work to do outside the group. There were times when I was interested in 
engaging in a critical debate of the issues, while it seemed that my other group 
members just wanted to focus on producing the presentation. Perhaps this mirrors 
times in clinical practice when time pressures reduce a group’s critical capacity.
Maybe I was also over-stepping the constraints of my role as a ‘reflector’ to try to 
offer my ideas for the content of the presentation. This reminds me of how 
frustrations can build up in teams when professionals believe that others are over­
stepping their professional roles. Whilst flexibility in roles is sometimes necessary, it 
may be advisable to get some collective agreement on how this can be introduced.
Having reflected on previous Problem Based Learning (PBL) experiences that I tend 
to take more responsibility for the task in groups than others, I was keen to try to 
maintain a more equal input this time around. I soon found that it was harder to do
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this than expected. Firstly, how would I know how much work others were doing 
outside of the group until they produced it? Secondly, having no clear leadership 
within our group meant I felt that no one was taking overall responsibility for the 
task.
I was mostly able to keep my perspective on these issues, noticing my anxieties and 
choosing not to act to reduce them. I tried to have some trust in the group as a whole 
producing a reasonable presentation. This became more difflcult as my anxiety rose 
on the day of the presentation and I therefore took a more directive role in the group 
as we practised our role-play. I think it may have helped my group members if I had 
explained the way I was feeling, but of course, it is difficult to remain self-reflective 
when anxiety increases. However, this was good practice for not taking too much 
responsibility in joint working in my clinical work. In future, I will try to talk more 
explicitly with others about how much work would be fair for me to do.
In retrospect, I am surprised at how well our group functioned without a clear leader 
or facilitator, although I recognise that I played this part towards the end of our group 
and we probably took turns at leadership in more subtle ways. I had expected one of 
the third year trainees in our group to take this role, and decided to bring this into the 
open through my role collecting reflections at the end of the process. The third year 
trainees explained that they did not want to create power differentials between year 
groups, especially since they knew they were perceived to have a higher level of 
knowledge. It is possible that this benefited the group, as there was good mixing 
between the year groups, whereas there could easily have been a divide. I wonder 
now though, were we expressing some of our reluctance about taking up leadership 
roles in a service delivery model about which we have doubts?
I think my own initial reluctance was perhaps expressed in the role I chose to play in 
the presentation. As Sir Alan’s aide, my role was not to become directly involved in 
the issue of evaluating lAPT, but rather to reflect on the group process, although I 
tried to think how it might be related to lAPT. My ‘observer’ role in the group 
reflects how I generally feel about the LAPT programme. As someone who has not 
worked in primary care services and does not intend to work within working age
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adult mental health services once qualified, I have always felt somewhat removed 
from the implications of lAPT. However, I also know that this detachment from the 
debate surrounding lAPT has the danger that I may find lAPT proposed for my 
preferred work area shortly and have to engage with it. It may be at this point that I 
wish I had engaged more in earlier debates!
The feedback we received on the actual presentation was that we came across as 
quite positive towards lAPT. This was a surprise to me, as I had assumed a certain 
level of shared cynicism. This made me wonder if our lack of discussion had resulted 
in no group consensus or even exploration of our differences of opinion. However, 
listening to some of my group members justifying why they felt positive about LAPT 
made me consider how harshly I have judged it. There is a sense that lAPT has to 
‘prove itself’, but that the criteria that are being used are more closely scrutinised 
than ever before. When compared to other services, LAPT does provide more routine 
evaluation and variety of methods of evaluation than other services. These do, in 
places, seem to lack a breadth and depth of thinking, but it is unreasonable to expect 
LAPT to solve all the problems of evaluating therapy completely.
As clinical psychologists we are constantly faced by the dilemma of how to use 
outcome measures to meet service delivery needs, at the same time as maintaining 
their meaningfulness to particular clients. Meanwhile, qualitative methods may be 
rich in personally meaningful information, but are impractical for large-scale 
evaluation. More quantitative measures of ‘recovery’, which capture change more 
broadly than symptom-level changes, are in the early stages of development and use, 
but show promise for the future (e.g. MacKeith & Bums, 2008).
Final Thoughts
This PBL has given me the opportunity to experiment with the role I take in groups, 
and as a consequence I have more confidence in the ability of a group to take shared 
responsibility for a project. It was an exercise in remembering to pay attention to 
diversity in everyday life, not simply theoretically. Additionally, I am reminded that 
unless positions on a topic are openly discussed, there is a tendency to assume that 
others hold a similar version to one’s own. Lastly, I have decided to become more
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engaged with the debates, so that I can use the lessons learnt from LAPT in an adult 
mental health context to put forward a more informed perspective of how LAPT 
might be applied in other contexts.
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In reflecting on the first year of my Personal and Professional Learning Discussion 
group, I have chosen to highlight the boundaries between the personal and 
professional. I suggest that, as a group, we tended towards a focus on the 
professional at the expense of the personal. I suggest possible origins and 
explanations for this observation. An exception to this was when we shared our 
genograms with each other, which facilitated more personally meaningful 
discussions about diversity. I identify a developmental shift in the group towards the 
end of the year, in that we were prepared to consider a less formal and more flexible 
structure. This could allow more personal risk taking and hopefully allow us to 
achieve a deeper sense of safety. I consider my role of ‘initiator’ and my relationship 
to my expertise within the group. I also discuss how I learnt from the others’, and my 
own, case presentations. I propose that our facilitator had had a particularly strong 
influence on our group process and consider issues of power that were sometimes 
difficult to discuss within the group. Finally, I pay attention to how the group ended 
for the year and explore possible reasons for our reactions to the ending. Where 
relevant, I draw comparisons to my clinical work, such as my ability to be more 
flexible with my approach to individual clients.
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Personal and Professional Learning Discussion (PPLD) 
Group Process Account Summary II
Summary.
July 2010
Year 2
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My reflections on year two of my Personal and Professional Learning Discussion 
group begin with the recognition of the impact that the reflective writings of year one 
had on the group development. We set off with an intention to dismantle the 
‘business-like’ structure that we had found so restrictive in our first year. I introduce 
the group development in two ‘phases’ -  the first, reflecting our exploration of using 
a non-structured group format and the challenges this raised. My observations of this 
time centre on the possible meanings of our tendency to go ‘off topic’ and fail to 
make connections between the personal and professional. I also explore a conflict 
between two group members and how this might relate to group theory and my 
personal scripts for conflicts. I comment on how difficult I found it to contribute to 
the group in this early phase and describe a ‘turning point’ for the group, sparked by 
my openness about what was not working well for me. ‘Phase two’ saw other group 
members offering similar honesty, and as a group we searched for a more productive 
group format. We established group rules and this seemed to propel us into a more 
intimate and purposeful group space. Finally, I reflect on the end of the group for this 
year and the process we engaged in of offering and receiving feedback. Throughout 
this account, I suggest ways in which my learning in the group has helped me to 
understand clinical situations and vice versa.
69
CLINICAL DOSSIER
Consisting o f an overview of clinical experiences on placements and five
case report summaries
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Overview of Clinical Experience
Please note that in all placements outcome measures were employed where 
appropriate, and risk assessment was part o f on-going work. The consideration o f 
issues o f difference and diversity was central to all the work. Clinical work was 
always preceded hy a thorough psychological assessment.
Adult Mental Health Placement
This placement was within a multidisciplinary Community Mental Health Team 
(CMHT) with working-age adults with severe and enduring mental health problems. 
Clinical work with individuals: I worked primarily within a Cognitive-Behavioural 
Therapy (CBT) framework with individuals experiencing depression, social phobia, 
panic/agoraphobia, unusual beliefs and health anxiety. I completed one detailed 
neuropsychological assessment with a man experiencing memory problems. I was 
also involved in Care Programme Approach (CPA) review meetings.
Group work: I co-facilitated a Wellness and Recovery Action Planning (WRAP) 
group within the CMHT.
Audit: I conducted an audit of the Information Sharing Standards for professionals 
and carers.
Presentations: I presented the results of the audit to the CMHT and the Health and 
Social Care Governance Group, together with a carer co-facilitator. I presented ‘what 
is clinical psychology?’ to two community support groups (one Church-based, one 
national charity) and also presented ‘diagnosis vs. formulation’ to the local 
psychology department.
Experience in other settings: I worked two shifts on the inpatient ward for people 
with acute mental health problems. I also co-facilitated a Life Skills group within a 
Rehabilitation and Recovery unit. I observed two Mental Health Act 2007 
assessments in the community.
Older Adults Placement
This placement was within a psychology service providing input to community and 
inpatient services for older adults with organic and severe mental health problems.
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Clinical work with individuals: I completed four detailed neuropsychological 
assessments and two dementia screening assessments. I delivered both CBT and 
narrative therapy to older adults experiencing dependency issues, depression, anxiety 
and adjustment to Huntington’s disease, as well as completing extended 
psychological assessments.
Group work: I introduced the WRAP group to the older adults psychology service, 
through co-facilitation of a group in a day care setting for older adults with mental 
health problems.
Consultation: I provided regular consultation to the staff on an inpatient ward for 
older adults with mental health problems.
Service development: I developed two leaflets for the service, one for the 
consultation service and one for neuropsychological assessments. The latter was 
developed in consultation with people with early stage dementia.
Presentations: I presented the WRAP group work to the local older adults special 
interest group.
Experience in other settings: I worked a shift on the inpatient ward for older adults 
with organic difficulties. I worked jointly with a psychiatrist in his role as acute 
liaison for the general hospital.
Child and Adolescent Placement
This placement was within a multidisciplinary Child and Adolescent Mental Health 
Service (CAMHS).
Clinical work with individuals: I worked with infants, children and young people, 
both individually and with their family members, using CBT, child development 
models and systemic practice. I worked with issues of panic, separation anxiety, 
sleeping difficulties, aggressive behaviour, low mood and low self-esteem. I 
completed two detailed neuropsychological assessments. I contributed to assessments 
for Autistic Spectrum Disorder (ASD) and Attention Deficit Hyperactivity Disorder 
(ADHD). I referred one family to social services under the safeguarding children 
procedure.
Group work: I co-facilitated a CBT-based, psycho-educational parenting group and 
a support group for parents of children diagnosed with ASD. I also co-facilitated a 
play session for parents of children with developmental delays.
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Supervision: I provided regular supervision to an Assistant Psychologist using CBT 
with a child with a phobia of dogs.
Service evaluation/audit: I initiated and facilitated a focus group with young people 
about their experiences of CAMHS. I completed an audit of the ‘standards for 
involving people’.
Presentations: I presented the results of the focus group to the multidisciplinary 
team and delivered a case presentation to the local psychology department.
People with Learning Disabilities and Specialist Placement
This core placement was within a Community Team for People with Learning
Disabilities (CTPLD). It was combined with my specialist placement, carrying out
forensic work with people with learning disabilities and additionally, working
systemically.
Clinical work with individuals: I worked to reduce the risk of sexual offending in 
one man, using CBT and joint working with the National Probation Service. I also 
provided a detailed risk assessment to the Police. I carried out a dementia assessment 
and two assessments of intellectual functioning and adaptive functioning. I 
completed two ASD assessments and an impact of move assessment. I worked 
therapeutically with individuals experiencing low mood, bereavement, anxiety, 
dependency issues and relationship difficulties. I worked to reduce challenging 
behaviour in two individuals with severe learning disabilities.
Consultation: I co-facilitated a systemic consultation workshop with the home staff 
group of a woman with challenging behaviour.
Service development: I contributed to the developmental of easy-read information 
about the service and professionals and information for carers.
Teaching and presentations: I presented the white paper ‘Liberating the NHS’ to 
the multidisciplinary team and the Quahty Assurance Group (QAG). I also presented 
the results of my thesis to the local psychology department.
Experience in other settings: I was part of the reflecting team in one couple’s 
systemic family therapy, within the specialist psychology service. I also attended 
community forensic service team meetings and observed screening assessments for 
mental health problems at the Police station. I worked one shift in an inpatient ward 
for men with learning disabilities detained under the Mental Health Act 2007.
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Summary of Adult Mental Health Case Report I
Case study o f a woman in her forties presenting with symptoms o f  
depression and a history o f sexual abuse, conducted primarily within a 
cognitive behavioural frameyvork.
April 2009
Year 1
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A referral was received for Louise, a White-Biitish woman in her forties presenting 
with depression, suicidal ideation, self-harm and marriage conflict. Louise disclosed 
a history of sexual abuse and rape, for which she had received specialist counselling. 
A contract was signed for her to contact supporters in the event of suicidal ideation. 
She felt that self-harm was not a current issue.
We agreed on the goals of thinking less negatively about herself, increasing her self­
belief and finding healthier coping strategies. Blackburn et al.'s (2006) cognitive 
model of depression was used to formulate her difficulties and issues of difference 
were considered. It was agreed that a cognitive behavioural approach could be 
beneficial, although further couple-focused work was also offered, in line with the 
guidelines produced by the National Institute for Health and Clinical Excellence 
(NICE, 2007).
The intervention focused on behavioural coping strategies, identifying and building 
up Louise’s conviction in her positive qualities, challenging negative thoughts and 
finding the middle ground in her categorical thinking. In addition, she often seemed 
to require support to cope with distressing interpersonal experiences.
The work was on going, but her scores on Beck’s Depression Inventory (BDI-II, 
Beck et al., 1996) reduced from the severe category to the minimal one within eight 
sessions and she showed some small improvement on Rosenberg’s (1965) self­
esteem scale. She reported being less distressed by negative thoughts and having 
greater belief in positive aspects of herself. Further sessions were offered to reinforce 
the progress made and prevent relapse.
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Summary of Adult Mental Health Case Report II
A neuropsychological assessment o f a man in his fifties reporting memory and 
executive functioning difficulties.
September 2009
Year 1
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A referral was received for a man in his early fifties with depression and anxiety, 
which identified problems with memory and executive functioning. Henry and his 
wife reported that he had been ‘losing the trail of things’ recently, e.g. when using 
the computer, shopping and cooking. They had not considered these issues to be a 
problem, as they had started at the same time as his mood problems.
Hypotheses were formed around depression, anxiety and Alzheimer’s disease. The 
Rey 15-Item Memory Test, Wechsler Test of Adult Reading, Wechsler Adult 
Intelligence Scale-Third Edition and Wechsler Memory Scale-Third Edition were 
administered. Henry expressed disappointment and frustration during testing. He 
concentrated well throughout.
Henry’s performance on the Rey 15-Item Memory Test was adequate. His verbal 
intelligence was as expected, given his pre-morbid verbal intelligence and education. 
He had a weakness in Comprehension and strengths in Object Assembly and Digit 
Span. He had a very strong working memory. He showed unusual differences 
between visual and verbal memory indices, but these were accounted for by his 
particular difficulty on Family Pictures. Overall, he showed no memory deficit.
The test data did not support the hypothesis of Alzheimer’s disease, nor did it fit the 
expected pattern of results for someone with depression and anxiety. Another 
hypothesis was explored, namely one of social-communication difficulties. 
Additionally, Henry was undergoing investigations for vitamin B12 deficiency at the 
time of testing and pernicious anaemia was subsequently diagnosed. This has 
neuropsychological effects and treatment is linked with improvements in verbal 
fluency.
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Summary of Older Adults Case Report
A Wellness and Recovery Aetion Plan (WRAP) group with six adults over the age 
o f 65 years in a day hospital setting.
April 2010
Year 2
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This report explores a seven-week closed group for six adults aged 65 years or over, 
with mixed mood problems. The group took place in a day hospital, which aims to 
promote rehabilitation and prevent re-admission to an acute in-patient ward. Verbal 
referrals were received from the day hospital manager. Group facilitators met with 
potential group members individually to assess for suitability prior to the group.
The group was consistent with the recovery model. Each group member developed a 
Wellness and Recovery Action Plan (WRAP) in the group to provide a practical tool 
for self-management. There is some initial quantitative research support for the use 
of the WRAP with working age adults (Cook et a l, 20009) and some limited 
quahtative support for its use with older adults (Bywater & Hartley, 2006). The 
group therefore acted as a pilot within the service and the ethical issues surrounding 
this are explored in the report.
Despite the tension between the recovery model and ‘symptom-level’ evaluation, the 
Hospital Anxiety and Depression Scale (HADS; Snaith & Sigmund, 1994) was 
chosen, along with the Berth Hope Index (HHI; Herth, 1992) and the Recovery 
Assessment Scale (RAS; Giffort et a l, 1999). The measures appeared to show little 
overall group change and possible reasons for this are discussed. Anonymous written 
qualitative feedback was also sought from group members, which was 
overwhelmingly positive.
Finally, the report critically evaluates the applicability of the WRAP group format 
for older adults and considers the need to develop recovery-orientated contexts for 
such groups.
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Summary of Child & Adolescent Oral Case Report
Multi-theory formulation o f a young teenage girl with anxiety-related problems.
October 2010
Year 2
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13-year-old Sally was referred to the Child and Adolescent Mental Health Service 
(CAMHS) by her GP. The GP enclosed some correspondence from a private 
psychiatrist, who had previously diagnosed Sally with separation anxiety disorder. 
The whole family were invited for assessment, but only Sally and her mother, Mrs 
Brown, attended.
Mrs Brown had taken her daughter to the GP because she was increasingly frustrated 
with Sally’s repetitive questioning and was concerned about Sally’s panic attacks. 
Sally also described panic attacks, where she felt she was choking and thought 
“something bad will happen”. These were most likely when she left her mother or 
went out. She also had disturbed sleep and lacked confidence in her abilities. Sally 
presented as a shy, young girl, who preferred to let her mother speak for her.
The family were White-British, of high socio-economic status and atheist. Therefore, 
the main issues of difference between the Sally, Mrs Brown and myself were our age 
and our ‘family schema’ about closeness within families (Dattilio, 2010). Sally’s 
developmental level was considered using Newman and Newman’s (2003) 
psychosocial stage model of development.
Sally was seen for seven sessions of Cognitive Behavioural Therapy (CBT), with her 
mother acting as both as ‘co-clinician’ and ‘co-client’ (Stallard, 2005). The research 
evidence base for involving parents in CBT was critically reviewed. Although the 
evidence is mixed, no studies have been conducted that specifically address 
adolescents with separation anxiety, which is arguably inter-relational.
The intervention with Sally involved psychoeducation about anxiety, teaching 
relaxation strategies and age-appropriate ways to challenge negative thinking. Sally 
also gathered evidence about her strengths. With her mother’s help, she gradually 
learnt to answer some of her own questions and reduce her need for checking. 
Behaviour experiments were conducted, to gradually increase Sally’s exposure to her 
mother leaving.
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Multi-theory formulations were hypothesised, using ideas from systemic family 
therapy (e.g. Dallos, 2006), Bowlby’s (1979) attachment theory and Prochaska et 
al.’s (1992) stages of change model. Negotiations with Sally and her mother led the 
intervention to continue largely within the CBT framework, but using some 
motivational interviewing (Rollnick & Miller, 1995). It was also necessary to use the 
most parsimonious formulation possible for Sally’s sake (Butler, 1998). However, 
using different theories allowed me to intervene with sensitivity to Sally’s social 
context and consider my relationship with Sally, as well as exactly what she and her 
mother were motivated to do.
Towards the end of therapy, Sally reported worrying less, sleeping better and not 
panicking. She was able to leave her mother to go shopping with a friend briefly and 
was preparing to go on a school trip. She also seemed more confident at speaking for 
herself. On the Beck Youth Inventory -  Second Edition (BYI-II; Beck et al., 2005), 
Sally’s post-therapy scores showed improvement in the domains of self-concept, 
anxiety and depression, compared to her pre-therapy scores. She had maintained her 
low scores in the domains of anger and destructive behaviour. Ending therapy caused 
some feelings of abandonment to be expressed by Mrs Brown.
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Summary of Learning Disability Case Report
An extended assessment o f a man in his twenties with a borderline learning 
disability and a forensic history.
May 2011
Year 3
83
Clinical Dossier: Summary of Learning Disability Case Report
This report details an extended assessment of Steven, a White-British, atheist, 
heterosexual man with a borderline learning disability. Steven’s probation officer 
referred him to the Community Team for People with Learning Disabilities 
(CTPLD), after Steven was charged with three offences, namely Acts Outraging 
Public Decency, Common Assault and Witness Intimidation/Harassment.
An extended assessment was necessary to consider Steven’s social understanding 
and how this might contribute to his offending behaviour. An assessment for Autistic 
Spectrum Disorder (ASD) was also undertaken as part of this piece of work. As 
Steven’s offences had been sexual in nature, his attitudes towards sexual offending 
were explored, to determine whether he might benefit from Cognitive Behavioural 
Therapy (CBT) to address cognitive distortions and identify strategies to reduce his 
risk of re-offending.
The assessment was carried out over ten sessions with Steven and/or his mother at 
the CTPLD clinic. Establishing appropriate boundaries with Steven during the 
assessment and gaining his trust and motivation was critical. The assessment tools 
were:
■ Locally produced semi-structured interviews for determining the presence of 
ASD,
■ An ‘informal test of social know how and its uses’ (Dewey, 1974; cited in 
Frith, 1991)
■ The Social Moral Awareness Test (SMAT; Dodd et al., 2010)
■ The Questionnaire on Attitudes Consistent with Sex Offences (QACSO;
Lindsay, 1996)
■ The Victim Empathy Distortion Scale-Adapted (VES-A; Beckett & Fisher,
1994 -  adapted by Keeling et a l, 2007)
■ The Sexual Attitudes and Knowledge assessment (SAK; author unknown).
The validity and reliability of the tools was reviewed.
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RESEARCH DOSSIER
Consisting of the research log checklist, the Sei'vice Related Research 
Project (SRRP), evidence o f presentation of the SRRP, publication o f  
the SRRP, an abstract of the qualitative research project and the 
Major Research Project (MRP).
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Research Log Checklist
1 Formulating and testing hypotheses and research questions 
E.g. SRRP, Qualitative project
2 Carrying out a structured literature search using information technology and
literature search tools
E.g. SRRP, Qualitative project
3 Critically reviewing relevant literature and evaluating research methods 
E.g. SRRP, Qualitative project
4 Formulating specific research questions
5 Writing brief research proposals 
E.g. SRRP
6 Writing detailed research proposals/protocols
7 Considering issues related to ethical practice in research, including issues of 
diversity, and structuring plans accordingly
8 Obtaining approval from a research ethics committee
9 Obtaining appropriate supervision for research 
E.g. SRRP
10 Obtaining appropriate collaboration for research 
E.g. SRRP: Rethink carers group
11 Collecting data from research participants
E.g. SRRP: Survey, Qualitative project: Focus group
12 Choosing appropriate design for research questions
13 Writing patient information and consent forms 
E.g. S R ^ , Qualitative project
14 Devising and administering questionnaires 
E.g. SRRP
15 Negotiating access to study participants in applied NHS settings 
E.g. SRRP
16 Setting up a data file 
E.g. SRRP
17 Conducting statistical data analysis using SPSS
18 Choosing appropriate statistical analyses
19 Preparing quantitative data for analysis 
E.g. SRRP
20 Choosing appropriate quantitative data analysis 
E.g. SRRP
21 Summarising results in figures and tables 
E.g. SRRP
22 Conducting semi-structured interviews 
E.g. Qualitative project: Focus group
23 Transcribing and analysing interview data using qualitative methods 
E.g. Qualitative project
24 Choosing appropriate qualitative analyses 
E.g. Qualitative project
25 Interpreting results from quantitative and qualitative data analysis
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E.g. Qualitative project
26 Presenting research findings in a variety of contexts
27 Producing a written report on a research project
28 Defending own research decisions and analyses
29 Submitting research reports for publication in peer-reviewed journals or edited 
book
30 Applying research findings to clinical practice
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Qualitative Research Project Abstract
Exploring Trainee Clinical Psychologists’ experiences o f doctoral training in 
preparation fo r becoming a clinical supervisor.
June 2008
Year 1
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Abstract
Title: Exploring Trainee Clinical Psychologists’ experiences of doctoral 
training in preparation for becoming a clinical supervisor.
Objectives: To gain an understanding of Trainee Clinical Psychologists’ 
experiences during clinical psychology training, in relation to their future 
clinical supervisory roles.
Design: A qualitative design is appropriate to gather Trainee Clinical 
Psychologists’ accounts of training, using a focus group.
Participants: Six final year Trainee Clinical Psychologists at the University of 
Surrey took part in the focus group.
Analysis: The transcript of the focus group was analysed using the six-phase 
method of thematic analysis described by Braun and Clarke (2006). The 
transcript was analysed separately by the six researchers, then collaboratively 
to reach a group consensus. The checks recommended by Yardley (2000) were 
used to ensure credibility.
Results: Participants emphasised learning from placement, particularly from 
supervising others and from their experiences of being supervised. They 
experienced a lack of explicit teaching on the course, but considered the 
preparation to be an implicit process. They used theories of supervision to try 
to address the anxiety that supervising others provoked. Variability was noted 
in how ‘lucky’ participants felt in relation to their experiences of preparation 
and their confidence levels.
Conclusion: This study raises important implications for the preparedness of 
Trainee Clinical Psychologists to take on the role of supervisor once qualified. 
It may be necessary for clinical psychology courses to offer teaching around 
supervision earlier in the training, which would allow Trainee Clinical 
Psychologists to make explicit links between their placement experiences and 
theoretical frameworks.
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Service Related Research Project (SRRP)
Information sharing between carers and mental health professionals: An audit o f  
the community mental health team.
July 2009
Year 1
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Abstract
Title: Information sharing between carers and mental health professionals: An 
audit of the Community Mental Health Team (CMHT).
Objective: The study aimed to audit to what extent the local Health and Social 
Care Governance Information Sharing Standards are being met by the local 
CMHT.
Design: No tool existed for auditing the standards, therefore a bespoke postal 
questionnaire was designed in collaboration with carers.
Participants: 67 carers were invited to take part. 20 returned the questionnaire. 
Basic demographic information was collected.
Main outcome: The questionnaire mainly used tick box categories, along with 
two rating scales and a free text box.
Analysis: Descriptive statistics were used, together with thematic analysis. 
Results: The CMHT is sharing all types of identified information as 
appropriate with carers, although this is variable. The majority of carers would 
like more information. Carers indicated that they felt professionals were 
listening to their views. Only a small minority of carers thought that the service 
user had withheld their consent to share information with them and were most 
likely to be allowed to give information only. Half of respondents had been 
offered a Carer’s Needs Assessment.
Conclusion: Overall, carers perceive that the CMHT is partially meeting the 
Information Sharing Standards, with some scope for further development. 
However, their paperwork does not clearly support this process and further 
awareness is needed of Carer’s Needs Assessment and strategies for 
information sharing. The study is limited by a small sample size, which may 
reflect a wider issue of identifying carers.
Acknowledgements
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piloting and completion of the questionnaire. Rethink, the national mental health 
charity, were a great help in facilitating my involvement with carers on this project. I 
am also grateful to my supervisors for their support and advice with the project.
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1.0 Introduction
Approximately 1.5 million people in the UK provide unpaid, regular and substantial 
care for someone with a mental health problem (Office of National Statistics, 2002). 
Caring can be associated with negative impacts, such as deterioration of the carer’s 
mental or physical health, finances, family and social life (e.g. Pinfold & Corry, 
2003). Therefore, information and advice can prove vital in assisting the carer to 
maintain adequate support (Pinfold et ah, 2004). This may indirectly support the 
service user, as well as increasing carer confidence and coping (Grimmer et a l, 
2000) and reducing the negative impacts (Pinfold & Corry, 2003).
Carers’ needs for information and involvement with statutory services are 
increasingly becoming recognised within government policy, for example, A 
Commitment to Carers (Department of Health (DoH), 2006a), standard six of the 
National Service Framework for Mental Health (DoH, 1999) and Carers at the Heart 
o f 21st-Century Families and Communities (DoH, 2008). The introduction of the 
Carer’s Needs Assessments (Carers Recognition and Services Act 1995) was also an 
attempt to formally address carers’ needs for information and support. However, 
these have tended to be completed by third party organisations rather than the 
statutory service involved with the service user (Rapaport et a l, 2006).
Professionals are also bound by a duty of confidentiality (e.g. Data Protection Act 
1998; Confidentiality: NHS Code o f Practice, DoH, 2003; The Caldicott Guardian 
Manual, DoH, 2006b). This ensures that people who use the National Health Service 
(NHS) can expect their personal information to kept securely and only shared with 
their explicit consent. Exceptions apply in line with the Mental Capacity Act 2005 or 
where a legal obligation exists. Advanced statements are recognised as good practice 
to assist the service user to make informed decisions about their care when they do 
have capacity (Partners in Care, 2004). Slade et a l (2007) also distinguish between 
general information (i.e. ‘that supports the carer’s role, without providing new details 
specific to the service-user’, p. 152) and personal information (i.e. ‘new and specific 
to the service user’, p. 152), since confidentiality does not preclude the sharing of 
general information. However, they recognise that these categories may be somewhat 
fluid depending on context.
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There is evidence that mental health professionals find this guidance confusing and 
view the rights of service users as primary and the needs of carers’ for information 
sharing as secondary (Gray et a l, 2008). Professionals may also fear the 
repercussions of breaches of confidentiality (Montgomery, 1997). This means that 
confidentiality is sometimes used as a 'smokescreen' (Gray et a l, 2008) and as a 
result, information is often withheld from carers (Cleary et a l, 2004; Pinfold & 
Corry, 2003).
Therefore, due to the importance of sharing information appropriately between carers 
and professionals, the local Health and Social Care Governance group together with 
local carers estabhshed their own Information Sharing Standards (see Appendix A). 
These are based on several sets of guidance about information sharing (e.g. DoH, 
Institute of Psychiatry, King's College London and Rethink, 2006; Partners in Care, 
2004; National Institute for Mental Health in England (NIMHE), 2004a, 2004b). The 
standards state that information will be shared with carers appropriately to 
acknowledge and respect their expertise and knowledge. The standards identify 
‘desired outcomes’ for service users, carers and professionals and detail the 
processes necessary to achieve them.
2.0 Aims and objectives
The local Health and Social Care Governance group wished to explore 
implementation of the Information Sharing Standards and in the process raise 
awareness of them. Therefore, the current study aims to audit to what extent the 
Information Sharing Standards are being met by the local Community Mental Health 
Team (CMHT). Specific objectives of the audit are to:
1. Identify the types of information being shared with carers.
2. Establish whether carers routinely view the service users’ ‘consent to share 
information’ form.
3. Identify current procedures used to share information if service users 
withhold their consent.
4. Review whether advance statements form part of routine practice.
5. Review whether carers’ rights are being respected (i.e. Carer’s Needs 
Assessments and confidentiality for the carers).
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3.0 Method
3.1 Design
A mixed methods design was used.
3.2 Measure
No tool existed with which to measure the effectiveness of the standards. Therefore it 
was necessary to design a bespoke questionnaire. The questionnaire contained 11 
questions and used tick box categories, along with two rating scales and a free text 
box (see Appendix B).
In order to make the questionnaire as relevant as possible, carers at a local Rethink 
support group were consulted about what to include. Five carers at a Rethink carers’ 
support group in an adjacent locality took part in a pilot of the measure and it was 
adjusted accordingly.
3.3. Procedure
Since the carers of service users were not readily identifiable from the paper files or 
electronic records at the CMHT, 29 care coordinators were sent personalised letters 
asking them to compile a list of the carers of the people they work with (see 
Appendix C). The audit was also publicised at two CMHT business meetings and 
care coordinators were prompted by email and verbally. 12 care coordinators 
identified 67 carers. These carers were sent a personalised letter of invitation that 
explained the project (see Appendix D), together with an anonymous postal 
questionnaire. One month later, they were sent a letter to remind those who had not 
yet returned their questionnaire that they were still able to do so (see Appendix E).
To maximise responses, a stamped addressed envelope was included and carers were 
offered the chance to enter a prize draw\ Carers were advised that it could be 
available in different formats or languages. To make the questionnaire more easily 
understood, the letter contained definitions of the terms used. Carers were advised 
that returning the questionnaire would be taken as their consent to take part and that
' To do this, they were asked to complete their name and address on a detachable slip, so that 
anonymity was preserved.
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they were free to withdraw at any time. They were sent a debriefing letter to 
summarise the results (see Appendix F).
3.4 Participants
Of the 67 carers identified, 20 returned the questionnaire, resulting in a 30% response 
rate. Participants’ demographics are shown below in Table 1.
Table 1. Participants’ demographics
Aspect Category Percentage (N=20)
Gender Female 55% (11)
Male 45% (9)
Age Under 18 0%(0)
18-30 years 5% (1)
31-50 years 15% (3)
51-70 years 55% (11)
70+ years 25% (5)
For whom they provide Parent 5% (1)
care Grandparent 0% (0)
Child 75% (15)
Spouse 10% (2)
Partner 5% (1)
Friend 5% (1)
Neighbour 0% (0)
Other relative 0%(0)
Living with the service Yes 40% (8)
user? No 50% (10)
Prefer not to say 10% (2)
3.5 Analysis
Non-experimental descriptive statistics were used to analyse the quantitative data and 
Thematic Analysis (TA) was used to analyse responses to the open-ended question, 
since it is suitable for textual data. TA is an accessible qualitative method of analysis
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that involves identifying and interpreting patterns in the data set and the 6-step 
approach described by Braun and Clarke (2006) was utihsed.
4.0 Results
4.1 Sharing information
Carers were asked to indicate all of the types of general information that had been 
shared with them by the CMHT. Figure 1 shows that the type of general information 
most likely to be shared with carers was the CMHT ‘Duty’ contact details. Other 
general information appeared to have been shared less regularly, especially carers’ 
training events and information about benefits.
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Carers were also asked to indicate all the types of personal information that had been 
shared with them by the CMHT (see Figure 2). The type of personal information 
most likely to be shared was what medication the service user was taking. The 
content of risk assessments was least regularly shared.
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Carers were asked to rate their current general and personal information sharing 
needs with the CMHT. The majority of carers stated that they would like more 
general information (i.e. 33% a lot more and 28% some further), while 33% are 
satisfied and one respondent would like less (see Figure 3). The majority of carers 
would like more personal information (i.e. 25% a lot more and 44% some further), 
while 25% are satisfied and the same individual would like less (see Figure 4).
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Figure 3. Carers’ general information needs
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Figure 4. Carers’ personal information needs
Carers were asked if professionals at the CMHT listened if they tried to share 
information or views with them. 50% indicated that professionals hdid fully listened, 
while the other 50% felt they were listened to, to some extent.
50% of carers thought that their service user had been supported by the CMHT to 
make an advanced statement. The remaining carers were unsure if they had or not.
Only 15% of carers had seen their service user’s written consent to share information 
with them. 75% of carers had not and 10% did not know. 45% of carers thought that 
the service user’s verbal or written consent was respected, while an equal percentage 
of carers were unsure if it was or not. One carer indicated that they thought it was not 
respected.
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4.2 Barriers to sharing information 
Only 10% of carers replied that the service user had withheld their consent for the 
professional to share information with them. 65% of carers indicated that consent 
was not withheld, while 25% were unsure. Those who indicated that consent had 
been withheld were asked what strategies had been employed. Three respondents 
who were unsure also chose to indicate which strategies were used. The strategies 
employed are represented below in Figure 5. The most frequently used options were 
for the carer to give information to the professional only, for a supportive 
explanation to be given of why the information could not be shared (one respondent 
indicated that this had not been supportive) and for alternative support to be offered.
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4.3 Carers’ rights
45% of carers had been offered a Carer’s Needs Assessment, initiated by the CMHT. 
However, 45% had not and 10% were unsure. 55% of carers were unsure if their 
right to confidentiality had been respected by the CMHT, but 45% thought that it 
had.
4.4 Free text box
Carers were asked to add any comments that may help the researcher to understand 
their answers or highlight an important issue. Two main themes were identified as 
Value o f information and Variability (see Appendix G )\
Value o f information
This theme highlighted the importance of information sharing to carers’ sense of 
support, for example, participant number 55 wrote:
When my son would not have anything to do with me for five years, his 
psychiatrist allowed me to ring for updates, re: his medication and how and 
where he was. This kept me going through a very hard time emotionally...
While participant number 51 emphasised the value of feeling included and reassured:
With my daughter’s agreement, I  was included every step o f the way which 
helped me feel supported and confirmed that I  was doing and saying the right 
things...
Variability
Carers drew attention to the variability of services, both within and between services 
in different locations. For example, participant number 5 wrote: T have a general 
sense of shared information but frequent changes of CMHT professional staff don't 
make for easy contact’, while participant number 3 wrote: T think it varies between 
staff how their attitude is’.
 ^Although four potential themes were generated from the thematic analysis, only two are presented 
within the research report. These were prioritised on the basis of relevance for the current audit. Please 
see Appendix G for additional themes, which will be fed back to interested parties.
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5.0 Discussion
5.1 General discussion 
In relation to the five objectives of the audit of the Information Sharing Standards, 
the following was ascertained:
1. The CMHT is sharing all types of information identified in the audit 
questionnaire with carers. However, this is variable. Although this will be 
influenced by individual need, there are certain types of information that the 
CMHT may need to promote further (e.g. carers’ training events). The 
majority of carers would like more information.
2. The majority of carers audited said they had not seen the service users’ 
‘consent to disclose information’ forms. This consent was generally thought 
to have been respected by professionals.
3. The majority of service users did not withhold their consent to share 
information with their carers. The most common strategy, if they did, was to 
allow carers to give information to the professional, and all carers felt fully 
or partially listened to in this respect. However, there are a wide range of 
strategies not seemingly being utilised, which may reflect professionals’ 
perceptions of the risks of breaching confidentiality (see Figure 5).
4. Half of carers believed that their service user had an advanced directive. It is 
unclear why the remainder were unsure. This could be significant since 
advanced directives could be more effective if carers were able to promote 
them in times of crisis.
5. Most carers identified that their right to confidentiality was being respected. 
However, not all carers identified said that they had been offered an 
assessment of their own needs. The promotion of Carer’s Needs Assessments 
could usefully be addressed by the CMHT.
During the research process, it became clear that carers were not readily identifiable 
from service users’ records and that the current ‘information sharing for service 
users’ leaflet and the ‘consent to share information’ form did not mention carers. In 
addition, the ‘patient details’ form gives service users the option to either agree or 
disagree to their information being shared, rather than differentiating between types
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of information. This highlights a discrepancy between the local standards and the 
paperwork intended to support them.
5.2 Limitations
The study is based on a small sample from one CMHT in a specific geographical 
location and the results may not generalise beyond this. Unfortunately, the study was 
reliant on care coordinators to identify carers and this may not be an accurate 
reflection. This may also reflect a wider difficulty in defining and identifying carers 
(NEVIHE, 2004b; Rapaport et ah, 2006). It is inevitable that biases existed in the 
sample; for instance, people who held strong views in either direction may be more 
likely to respond. Additionally, postal questionnaires reach large numbers of 
participants, but risk a low return rate (Boynton et a l, 2004). The pilot indicated that 
the original questionnaire was too lengthy. However, only minor cuts were feasible 
in order to still meet the objectives.
For the sake of brevity, the questionnaire failed to record participants’ ethnicity and 
the choice of a questionnaire may have limited the ethnic diversity of the eventual 
participants (Boynton et a l, 2004). It was not possible within this study to 
standardise the questionnaire and despite piloting, the validity and reliability cannot 
be guaranteed (Boynton & Greenhaigh, 2004). Finally, this study was not able to 
address the CMHT professionals’ or service users’ perspectives, nor issues of 
professional training or supervision.
5.3 Ethical Issues
The use of the University of Surrey address on correspondence was a mistake. One 
carer raised concerns over data protection. This was resolved through apologising 
and reassuring her that all details were kept on a password-protected file at the 
CMHT.
It was possible that the questionnaire had raised carers’ awareness about the types of 
information that they would like. Therefore, the debriefing letter addressed this issue 
by signposting carers to sources of support.
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5.4 Implications for practice
It is recommended that the NHS Trust improve its paperwork to support the 
appropriate sharing of information with carers. Firstly, to agree a way to reliably 
identify carers; secondly, to include carers when service users give their consent to 
share information and thirdly, to distinguish between different types of information 
that may be shared. This paperwork then could be made more visible to carers, as 
recommended by the standards.
Further training for staff could increase their repertoire of strategies should the 
service user withhold their consent to share information. Similarly, staff could 
benefit from greater awareness of the legal requirement to offer a Carer’s Needs 
Assessment. The NIMHE (2004b) recommends that staff inductions are inclusive of 
carer issues and such training should involve carers in their delivery. Slade et al. 
(2007) and the NIMHE (2004b) recommend that carers are given easy-to-read 
resources that detail what they should expect from services. This could be compiled 
with additional general information for carers.
5.5 Future research
A standard part of the clinical audit cycle is the implementation and monitoring of 
recommended improvements. For this to occur, Kogan and Redfem (1995) identify 
that the recommendations need to be recognised by external actors and the decision 
made to officially implement the changes.
5.6 Feedback to service
It is hoped that through feeding back the results to the CMHT, Rethink carers’ 
support group and the Health and Social Care Governance group, the project will 
raise the profile of the importance of sharing information appropriately with carers 
and raise awareness of the changes necessary to more effectively implement the 
standards.
6.0 Conclusions
Overall, carers perceive that the CMHT is partially meeting the Information Sharing 
Standards, with some scope for further development. However, the NHS Trust
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paperwork does not clearly support this process and further awareness is needed of 
Carer’s Needs Assessment and strategies for information sharing.
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Appendix A Information Sharing Standards
STANDARD
Information will be shared with carers appropriately to acknowledge and respect 
their expertise and knowledge.
DESIRED OUTCOME
• Carers will be provided with information to support them in their role and to 
improve outcomes for both service users and carers.
• Professionals gain a better understanding of the carer's role.
• Service users, carers and professionals work in partnership to promote the 
service user's recovery.
• Issues regarding consent and confidentiality will always be considered.
PROCESS
• Training for professionals to help them understand the role of carers and how 
to work with them effectively.
• Carers and professionals will see the service users consent to share 
information. Service users are supported in understanding the needs of carers 
in terms of information sharing.
• Consent should be informed, written, voluntary, recent and competent.
• The use of routine 'Disclosure to consent' forms or advance statement is 
recognised as good practice.
• Carers assessments will be routinely offered and form part of the 
information sharing process.
• The carer's rights to confidentiality will be respected.
• When service users withhold their consent to share information then 
separate strategies will be adopted (see fig 1 attached).
• Withholding of consent will not be used as a barrier for listening to carers 
and receiving information from them, which can enhance the care 
process.
• Supervision will be available to help professionals decide on the appropriate 
levels of information sharing.
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GUIDANCE
• Briefing paper Jan 2006 (Department of Health & Institute of Psychiatry & 
Kings College London & Rethink - Carers and Information for Professionals).
• Working with carers and valuing carers (NIMHE)
• Carers and confidentiality in mental health. Partners in Care Royal 
College of Psychiatrists and the Princess Royal Trust for Carers.
Standard set- Last review date - Next review due -
Standard - Carers and Information Sharing
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Appendix B The questionnaire
INFORMATION SHARING BETWEEN THE 
X COMMUNITY MENTAL HEALTH TEAM AND YOU
Thank you for taking the time to answer these questions. Please follow the 
instructions for answering each question, which usually requires you to simply tick 
one or more responses. There are definitions of some of the terms with your letter of 
invitation.
PART 1. SHARING INFORMATION
Ql. What types of general information have been shared by the X CMHT? (Please 
tick all that apply, if  any)
Local health and social care services
CMHT ‘duty’ contact details
National or local carers organisations
National or local mental health organisations
General advice about caring
General advice about mental health problems
Carers training events
Information about benefits
Information about carer’s needs assessments
Other (please specify)
Q2. What types of personal information have been shared by the X CMHT? (Please 
tick all that apply, if  any)
The type of problem(s) my friend/partner/relative suffers from (diagnosis/es)
The likely cause of his/her mental health problem
The likely progress of his/her mental health problem
How his/her mental health problems will affect me
Information in their medical notes
115
Research Dossier: Service Related Research Project
What medication s/he is taking
What treatments s/he is currently receiving (e.g. name of treatment, aims, 
strategies)
Possible future treatment options for him/her
What his/her care plan says
Who to contact in a crisis for my friend/relative (i.e. a named professional, 
rather than general duty/crisis line)
Who to contact for everyday help and support (i.e. a named professional)
Early warning signs of possible relapse
Risks associated with my friend/partner/relative’s mental health problem(s)
Content of risk assessments
How to attend to my friend/partner/relative’s personal affairs (e.g. finances, 
benefits)
Other (please speeify)
Q3. How was the above personal information shared with you? (Please tick all that 
apply. I f  no personal information has been shared, please leave blank)
Through the post □
Individual meeting with the professional □
Meeting with your friend/partner/relative and the professional □
Care planning meeting □
Telephone conversation with the professional □
Other (Please specify ) □
Other (please specify...................................................................................) □
116
Research Dossier; Serviee Related Research Project
Q4. Please rate your information sharing needs as they stand now with the X CMHT. 
(Please tick the one that applies the most for each row)
I  would like: Less
information
No further 
information
Some further 
information
A lot more 
information
General
Information
Personal
Information
Q5. Have professionals at the X CMHT hstened if you have tried to share your 
information or views with them? (Please tick the one that applies the most)
Yes, fully □
Yes, to some extent □
No □
I have not tried □
Q6. Has your friend/partner/relative been supported by the X CMHT when s/he was 
feeling stable to express his/her wishes about sharing information in the event of 
becoming acutely distressed/unwell (i.e. advanced statement)? (Please tick the one 
that applies the most)
Yes □
No □
Don’t know □
Q7. Have you seen your friend/partner/relative's written consent to share 
information? (Please tick the one that applies the most)
Yes □
No □
Don’t know □
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Q8. Was his/her written or verbal eonsent to share information with you respected by 
the X CMHT? (Please tick the one that applies the most)
Yes □
No □
Don’t know □
PART 2. BARRIERS TO SHARING INFORMATION
Q9. Did your friend/partner/relative withhold his/her consent to share information 
with you? (Please tick the one that applies the most)
Yes □
No □
Don't know □
If yes, what strategies were employed if your friend/partner/relative withheld his/her 
consent to share information? (Please tick all that apply)
No strategies were employed, as far as I know.
S/he was supported by the professional to understand what information you needed 
to know and why.
His/her consent to share information was reviewed at regular intervals by the 
professional.
I was given a supportive explanation of why information could not be shared by 
the professional.
I was offered alternative support, including one or more of the following: general 
information, a earer’s assessment, information on training, information about a 
carers group.
His/her capacity to consent to sharing information was assessed.
The professional shared information with me to prevent serious harm to myself 
and/or others (including my friend/relative/partner).
The professional involved diseussed issues of confidentiality with my 
friend/partner/relative and myself together.
The professional explored alternative ways of sharing information that were 
acceptable to my friend/partner/relative, e.g. sharing with another closely involved
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with the person.
The professional helped my friend/partner/relative to identify some aspects of their 
information that s/he felt comfortable sharing.
The professional made my friend/partner/relative aware of the consequences of not 
sharing information with me.
I was still listened to and allowed to give information to professionals.
PART 3. YOUR RIGHTS
QIO. Have you been offered a carers’ needs assessment initiated by the X CMHT? 
(Please tick the one that applies the most)
Yes □
No □
Don’t know □
Q ll. Has vour right to confidentiality been respected by the X CMHT? (Please tick 
the one that applies the most)
Yes □
No □
Don’t know □
PART 4. YOU AS A CARER
We would like to know some details about you in order to find out if there are any 
differences between the people who return the questionnaire.
Age
Under 18 □ 18-30 □ 31-50 □ 51-70 □ 70+ □ Prefer not to say □
Gender
Female □ Male □ Transgender □ Prefer not to say □
For whom do you provide care?
My Parent □ My Grandparent □ My Child □ My Spouse □ My Partner □
My Friend □ My Neighbour □ My Other Relative □ Prefer not to say □
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Do you live with the person for whom you care?
Yes □ No □ Prefer not to say □
Thank you very much fo r  completing the questionnaire.
Please add anv comments that you think will help us understand your answers or 
highlight an important issue.
(We will cut along this line to remove your details from your answers)
If you would like to be entered for a £10 voucher of a shop of your ehoice, please 
complete your contact details (these will be removed from the questionnaire to 
protect your anonymity).
Name:...............................................................................................................................
Address:...........................................................................................................................
............................................................................Posteode:..............................................
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Appendix C Letter to care coordinators
Dear (named coordinator),
I am a trainee elinical psychologist on placement for 12 months at the CMHT. As 
part of my course requirements I have been asked to carry out a service related 
research project. X has asked me to evaluate use of the X Health and Soeial Care 
Information Sharing with Carers Standards.
In order to proceed with the project, I require the names and addresses of people who 
provide substantial, regular unpaid care for the people who use our services. They 
will then be invited to take part in a postal survey and/or focus group. I will present 
the results of this project to the CMHT. I will of course ensure service users and 
participants right to confidentiality throughout the project.
I would very grateful if you would compile a list of the known carers of people in 
your caseload; since this information is not always accessible from files (i.e. next of 
kin may not provide care). I would appreciate you filling in the table below with 
names and addresses. Please return this to me by 25^ February 2009.
If you have any questions or comments, please do not hesitate to contact me.
Many thanks for your help with this project.
Yours faithfully,
X
Trainee Clinical Psychologist
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Appendix D Invitation letter to carers 
Dear (Carer’s name),
X Community Mental Health Team (CMHT) has identified you as someone who 
provides regular, unpaid emotional or practical support for someone with a mental 
health problem. If you agree with this, we would like to invite you to take part in a 
survey. The survey aims to:
• Identify what information is being shared between yourself and X CMHT, if 
any.
• Identify what happens if there are any barriers to sharing information.
• Identify if your rights as someone who provides care are being met.
The questionnaire consists of 11 questions, which should take around 15-20 minutes 
to complete. These questions have been developed together with people who provide 
unpaid care. Please find attached a sheet of definitions that may help you complete 
the questionnaire.
I am very grateful for your valuable time. As a gesture of appreciation, I will 
randomly select one returned questionnaire to receive a £10 voucher for a shop of the 
chosen person’s choice.
If you would like any guidance with completing the questionnaire, please eontaet me 
by telephone or email. I would also be happy to discuss any questions or comments 
about the survey. Please also contact me if you would like the survey in any different 
format or language.
I have enclosed a stamped addressed envelope for your convenienee. Your answers 
to the questions will be anonymous, so nobody will be able to match you to your 
answers. Returning the questionnaire will be taken as your consent to take part. You 
have the right to withdraw your answers at any anytime without giving a reason. 
Please make a note of the number on the top of your questionnaire in case you wish 
to do this later.
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I will send the results of the survey to you and also tell X CMHT the results, 
especially any areas for improvement. If you do not wish to receive a copy of the 
results, please contact me to say so.
Yours sincerely.
X Supervised by X
Trainee Clinical Psychologist^ Clinical Psychologist
Here are some definitions that might help you to complete the survey:
Carer
You may not consider yourself to be a earer, simply a friend, partner, neighbour or 
relative. However, you are known as a earer if you provide regular, substantial 
unpaid eare to someone with a mental or physieal health problem. This care might be 
emotional or practical. It does not mean that you necessarily live with the person you 
care for.
Mental health problem
Sometimes called mental illness, mental distress or a psychiatric condition. A person 
might have a diagnosis, such as depression, anxiety, eating disorder, personality 
disorder, schizophrenia, etc.
Community Mental Health Team (CMHT)
This team of professionals, including nurses, psyehiatrists, social workers and 
psychologists, provide specialist assessment and treatment of people with severe and 
enduring mental health problems in the community.
 ^ Note: A trainee clinical psychologist is someone who has a psychology degree and some clinical 
experience and is currently studying a three-year course to become a qualified clinical psychologist. I 
am studying at the University of Surrey and am on placement at the X CMHT. A qualified clinical 
psychologist supervises all the work I do on placement.
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Carer’s Needs Assessment
It is the legal right of everyone who is a carer to have an assessment of their needs 
separately from the person for whom they care. If there is more than one carer 
looking after the same person, you are both entitled to an assessment. This is your 
opportunity to tell social services what kind of support would make caring easier for 
you and they then make a plan with you about how they can help.
Confidentiality
Your friend/relative/partner has a right to confidentiality. This means that that the 
professionals that see them have a duty to keep what s/he says and their written 
records private, unless your friend/relative/partner wishes to share that information. 
Confidentiality may be broken if there is a risk of harm to your friend/relative/partner 
or someone else or they disclose criminal activity. You also have the same right to 
confidentiality as a carer.
General information
This includes information available to the public about mental health problems in 
general and information about treatments and local services, e.g. carer groups. This 
might mean leaflets or internet-based information.
Personal information
This includes specific information about the particular mental health problem of your 
friend/relative/partner. For example, the type of medication s/he takes, his/her 
diagnosis and what care is planned.
Care plan
This is the plan that identifies what health and social care is needed and who will 
provide it. It includes issues related to risk, mental health and physical care needs, 
accommodation, income and occupation.
Risk assessment
This is a procedure that professionals undertake to assess the specific risks that a 
person poses to themselves or others.
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Relapse
This is when your friend/relative/partner or others spot signs that s/he is no longer 
managing his/her mental health problem as well as they were before.
Consent to share information
Your friend/relative/partner has a right to confidentiality. However, s/he can also 
give his/her written permission for professionals to share information with other 
agencies and other people.
Capacity to consent
If your friend/relative/partner is suffering significantly with symptoms of their 
mental health problem, professionals may need to question whether they have 
sufficient insight at that time to make a particular decision. The decision may include 
consenting to sharing information. In this case, professionals have a legal duty to 
follow the Mental Capacity Act 2005 and if the person lacks capacity, proceed in 
their best interests (in consultation with carers and significant others).
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Appendix E Reminder letter to carers 
Dear (Carer’s name),
I recently wrote to you about a survey for carers of people with a mental health 
problem who access services from the X Community Mental Health Team (CMHT). 
The survey aims to:
• Identify what information is being shared between yourself and the X CMHT, 
if any.
• Identify what happens if there are any barriers to sharing information.
• Identify if your rights as someone who provides care are being met.
Thank you if you completed this questionnaire and please ignore the following 
information.
If you have not yet completed the questionnaire, I would like to give you a further 
opportunity to do so. It will be beneficial if as many people as possible take part so 
that the results will have a greater impact. As a gesture of appreciation, I will 
randomly select one returned questionnaire to receive a £10 voucher for a shop of the 
chosen person’s choice.
Please telephone the above number or email me if you require another copy of the 
questionnaire. Alternatively, feel free to ask any staff member of the X CMHT to 
inform me. If you would like any guidance with completing the questionnaire, please 
contact me. I would also be happy to discuss any questions or comments about the 
survey. Please also contact me if you would like the survey in any different format or 
language.
Yours sincerely,
X Supervised by X
Trainee Clinieal Psyehologist Clinical Psychologist
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Appendix F Debrief letter to carers 
Dear (Carer’s name),
I recently wrote to you about a survey for carers of people with a mental health 
problem who access services from the X Community Mental Health Team (CMHT).
Thank you if you completed this questionnaire. The results have now been collected 
and I am writing to summarise the findings for you.
• The CMHT is sharing all types of information identified in the questionnaire 
with carers. However, this is variable. Although this will be influenced by 
individual need, there are certain types of information that the CMHT may 
need to promote further. The majority of carers would like more information.
• The majority of carers said they had not seen the service users’ ‘Consent to 
Disclose Information’ forms. This consent was generally thought to have 
been respected by professionals.
• The majority of service users did not withhold their consent to share 
information with their carers. The most common strategy, if they did, was to 
allow carers to give information to the professional, and all carers felt fully or 
partially listened to in this respect. However, there are a wide range of 
strategies not seemingly being utilised, which may reflect professionals’ 
perceptions of the risks of breaching confidentiality.
• Half of carers believed that their service user had an advanced directive. It is 
unclear why the remainder were unsure. This could be significant since 
advanced directives could be more effective if carers were able to promote 
them in times of erisis.
• Most carers identified that their right to confidentiality was being respected. 
However, not all carers identified said that they had been offered an 
assessment of their own needs. The promotion of Carer’s Needs Assessments 
could usefully be addressed by the CMHT.
If you would like a copy of the full report or would like to diseuss the findings, 
please contact me. If the survey has raised your awareness of types of information
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that you would like, you can contact the X CMHT. Alternatively, you can contact 
Rethink, a national mental health organisation:
Website: www.rethink.org
Telephone: 0845 456 0455 
Email: info@rethink.org
Many thanks.
X
Trainee Clinical Psychologist
Supervised by X 
Clinical Psychologist
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Appendix G Qualitative analysis
Text Initial coding Main themes
(Participant number 9) I believe the The need for Stability/crisis
changing of the crisis team's role in being 
available out of hours and for home visits in 
an emergeney has left the service with a 
dangerous void. Sometimes a worrying 
development can easily become out of 
control between 5 p.m. and 9 a.m. the next 
day.
crisis support. support
(Participant number 5) This was not an easy Information Variability
question and answer in black-and-white sharing varies
terms (yes or no). I have a general sense of over time.
shared information but frequent changes of Staff changes
CMHT professional staff don't make for disrupt
easy contact. information
One area we would appreciate more specific sharing.
advice relates to benefits and how these Advice needed
rights might be affected if we were to 
purchase our relative his own 
accommodation (as compared to local 
authority housing).
on benefits.
Our relative is in a stable situation at the Stability. Stability/crisis
moment so we don't anticipate the need for 
crisis support. But we always worry about
Crisis support. support
ongoing support when we are no longer Care after we are
around. gone.
(Participant number 41) My partner needs an 
eleetiic wheelchair to aid her recovery.
Physical aids.
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(Participant number 64) I think an awful lot Crisis support. Stability/ciisis
more could be done, I am told now that if I More can be support
have an emergency with my daughter I must 
take care to A & E.
done.
Carers and patients should get a lot more Patient’s social Patient's social
help especially the patient trying to get back needs. needs
to meeting people and getting back to some Withdrawal of
sort of normal life, they are just left. And support leads to
then relapse. relapse.
(Participant number 19) Before being helped CMHTs as
by the X CMHT our son was involved with 
the X CMHT who were very helpful 
initially.
helpful.
His main need is daily activity and to mix Patient’s social Patient's social
with other people with similar interests and needs and need needs
intelligence (i.e. university educated 
individuals with mental health problems).
for daily activity.
X have a list of activities-mostly outdoor Discrepancies Variability
walking, sailing, canoeing... 1 think they between local
were weekly-on the outer door of the office 
in the main street. Why do we not do 
anvthine similar? Our area has manv more 
affluent businesses who could contribute! It 
seems to me that outdoor physical activity is
services.
a great healer. X is happy to take people Physical activity
with mental health problems.
(Participant number 21) My daughter has
heals.
been reasonably stable for many years. But Stability. Stability/crisis
lately she has been less communicative with 
me and the CMHT.
Possible relapse? support
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(Participant number 10) There have been 
many lapses in my son's care over 12 years, Lapses in care. Variability
partly due to his own lack of insight and 
reluctance to engage.
However, X have been consistent and Value of AOT
tenacious in their support over the past few support.
years, both in and out of hospital. X did not 
look after him and X wrote him off very Contrast with
quickly. other services.
(Participant number 55) When my son 
would not have anything to do with me for 
five years, his psychiatrist allowed me to Information Value of
ring for updates, re: his medication and how sharing with information
and where he was. This kept me going psychiatrist as sharing
through a very hard time emotionally for me. ‘lifeline’.
1 did get information, but this was when 1 
was seeing CPN myself and was then 
referred to attend a Rethink carers course Infonnation from Value of
which was excellent. CPN. information
Rethink course sharing
(Participant number 51) Extremely grateful excellent.
for my daughters care. Without the support 
of the CMHT things would have been 
difficult. First help was X, then the allocated Gratitude for
Mental Health Care Worker and the support.
Psychiatrists. With my daughters agreement, 
1 was included every step of the way which 
helped me feel supported and confirmed that 
1 was doing and saying the right things to Value of Value of
my daughter. Although 1 wasn't given some information information
of the more specific information mentioned sharing- sharing
in your questionnaire, 1 feel 1 was given all supportive.
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the information I personally needed and also reassurance.
know that I only have to ask and the relevant
information would be surprised. Information
available.
(Participant number 3) I think it varies
between staff how their attitude is. When
staff change you have to set up a new
relationship with them and they take their Staff attitude Variability
time to get to know you and your loved one. variable.
Sometimes when I know he is unwell, they Staff changes
believe him when he says he is "fine"-this disrupt process.
made the situation worse.
Staff prioritise
service-users’
views.
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Evidence of Presentation of the SRRP
Slides from the Presentation o f the SRRP.
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Information Sharing Audit: 
Feedback to Rethink Carers
July 2039
Trainee Psycîx
;SURREY
Introduction
•  C arers ' n e e d s  for information now 
recognised in governm ent policy.
•  P rofessionals bound by duty of 
confidentiality.
•  Local information Sharing S tandards ' 
estab lished  by X NHS T rust, together 
with carers.
Aim
* .Audit to Vïtiat extent the 'Information Sharing 
Standards' are being met byXthie Communit/ 
Mental Health Team (CMHT).
Method
' Bespoke questionnaire developed and piloted nlth 
Retninh carers.
‘ Questionnaire dlstingufenéd betvseen “general 
Information" and “fietsonal information".
' identifying X CMHT carer.s from care coordinators. 
67 carers sen t questionnaire. 20 returned It.
Typical carer"; female, aged 51-70 years, caring tor 
adult child.
Results: Sharing General
Information (1)
Of general Wemwiion eharej wth careis
R esults: Sharing General 
Information (2)
Results: Sharing Personal 
Information (1)
R esults: Sharing Personal 
Information (2)
Plgur* 4. Csrtrs' p#r*on:K Wormatkn nw d;
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R esults; Barriers to Sharing 
Information
?trat«gj«s «n^lovf if w nsW  to sharo jnTorfnaliofl 5s wfthh«W
Results; Carers’ rights
« Carer’s  Needs A ssessm ent: 45% had been 
offered. 45% had not, 10% unsure.
Carer’s  confidentiality: 45% respected, 55%
Results: Free text rWSÊÊ^ Discussion: General
■ Value of Inform ation
‘Wnh m y daaghtets I v/as inahidsd every  
step of the way vvhtcn hetpea me fee! sapponed ar,d 
eonfim ed that t was o'omg and eaying the tight
•  All types of information shared, but variable 
Certain types could be further promoted.
» Carers value Information and most would like
more.
• Variability
V have  a gereta! s e m e  of shared infonaation t>u1 
fréquent changes of CfvtHT prcfesciona! staff don’t  
make for ea sy  contact'
■/ think, it vs.'tes between staff how their attitude is'.
•  Majority of service users did not withhold their 
consent. If they did. most common response
w as to listen to the carer.
•  Carers not readily identifiable ftom records and 
paperwork does not include oarers.
D iscussion: Implications
•  Improve paperwork to support information 
sharing. Then, make more visible to carers.
•  Raise aw areness of strategies for if consent 
withheld.
•  Raise aw areness of C aret's Needs 
Assessments.
•  Training inclusive of carers.
•  Laafiets for carers on what to expect from 
services, with general information.
D iscussion; Limitations
•  Small sample In one geographical area.
•  Wider difficulty of defining carers?
•  Biases in sample?
•  Small pilot of questionnaire: reliability and 
validity?
•  Professionals’ and service users’ views?
Thank you fo r listening! 
Any q u es tio n s?
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Evidence of Presentation of the SRRP
Email from the Field Supervisor o f  the SRRP.
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RE: SRRP feed b ack
1L53.
Chnsbne ùpensha
SenkO: Me* 20111
T <s: : ?L'"v;s >
[ChhsüneJC^ enshmv@sabKr^ .ùk)
os
Hi Kale,
lem w ellBienk^'ou I hope ÿou aie too. I am sony that I did n a  respond eai^er. lh av eb een o n lea .e
Sgoûd pfssgnlâtiortll^  
i::|§tepÉ|:|i|;f Kï;:'7 y.
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Publication of the SRRP
Information sharing between adult mental health professionals and carers: The 
crux o f  collaborative practice?
May 2011
Clinical Psychology Forum
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Katharine Atkins Furniss & Mandy Peponis
This article summarises an audit o f the Information Sharing with Carers standards 
in one Community Mental Health Team (CMHT). Particular attention was paid to 
how carers could be involved in the design o f the project and dissemination of the 
results.
Government policy is increasingly recognising carers’ needs for information and 
involvement with statutory services (e.g. Department of Health (DoH), 1999; 2006a; 
2008). The introduction of Carer’s Needs Assessments (Carers Recognition and 
Services Act 1995) was also an attempt to formally address carers’ needs for 
information and support. However, professionals are also bound by a duty of 
confidentiality (e.g. Data Protection Act 1998; DoH, 2003, 2006b), with additional 
guidance from the Mental Capacity Act 2005 on how to assess capacity to consent to 
share information.
The distinction has been made by Slade et al. (2007) between general and personal 
information, since confidentiality does not preclude the sharing of general 
information. General information ‘supports the carer’s role, without providing new 
details specific to the service user’ (p. 152), while personal information is ‘new and 
specific’ (p. 152). However, they recognise that these categories may be somewhat 
fluid depending on context.
There is evidence that mental health professionals find this policy and guidance 
confusing and view the rights of service users as primary and the needs of carers for 
information sharing as secondary (Gray et al., 2008). Professionals may also fear the 
repercussions of breaches of confidentiality (Montgomery, 1997).
Therefore, the local Health and Social Care Governance group together with local 
carers established their own Information Sharing Standards (available on request). 
These are based on several sets of guidance about information sharing between 
carers and professionals (e.g. DoH, Institute of Psychiatry, King's College London 
and Rethink, 2006; Partners in Care, 2004; National Institute for Mental Health in
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England (NIMHE), 2004a, 2004b). The local standards identify ‘desired outcomes’ 
for service users, carers and professionals and detail the processes necessary to 
achieve them. Therefore, the current study aimed to audit to what extent the 
Information Sharing Standards were being met by the local Community Mental 
Health Team (CMHT).
Method
Measure
No tool existed with which to measure the effectiveness of the standards. Therefore it 
was necessary to design a bespoke questionnaire. In order to make the questionnaire 
as relevant as possible, carers at a local Rethink support group were consulted about 
what to include. In return for their services, they were offered a presentation 
explaining clinical psychology approaches to mental health. Carers at a nearby 
Rethink support group took part in a pilot of the measure and it was adjusted 
accordingly. The final questionnaire (available on request) contained 11 questions 
and used tick box categories, along with two rating scales and a free text box.
Procedure
Since the carers of service users were not readily identifiable from the paper files or 
electronic records at the CMHT, 29 care coordinators were sent personalised letters 
asking them to compile a list of the carers of the people they work with. Twelve care 
coordinators identified 67 carers. These carers were sent a personalised letter of 
invitation explaining the project, together with the anonymous postal questionnaire, 
with a reminder one month later. They were later sent a debriefing letter to 
summarise the findings and signpost to sources of support.
Participants
A 30% response rate was achieved, with 11 female respondents and 9 male. 55% of 
respondents were aged 51-70 years and 25% were over 70 years. 75% were caring 
for their child and 40% were living with the person they cared for. Data regarding 
ethnicity and length of time spent caring were not obtained.
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Analysis
Non-experimental descriptive statistics were used to analyse the quantitative data and 
Thematic Analysis (TA) was used to analyse the free text boxes. TA is an accessible 
qualitative method of analysis that involves identifying and interpreting patterns in 
the dataset. The 6-step approach described by Braun and Clarke (2006) was used.
Results
Table 1 shows the types of general information shared with carers by professionals at 
the CMHT. The CMHT ‘duty’ contact details were most likely to be shared, while 
information about carers training events was least likely to be shared.
Table 1: The types of general information shared with carers (N=20).
Type of general information received N (% of respondents)
CMHT ‘duty’ contact details 13 (65)
Information about carers needs assessments 10 (50)
Advice about caring 9(45)
Local health and social care services 9(45)
Advice about mental health problems 8(40)
Carers organisations 7(35)
Mental health organisations 6(30)
Information about benefits 4(20)
Carers training events 4(20)
Table 2 shows the types of personal information shared with carers, which highlights 
that what medication the service user is taking was the most likely to be shared and 
the content of risk assessments was the least likely to be shared.
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Table 2: The types of personal information shared with carers (N=20).
Type of personal information received N (% of respondents)
Medication 15 (75)
Named contact at CMHT 14 (70)
Named contact for crisis 14 (70)
Care plan 14 (70)
Diagnosis/es 10 (50)
Current treatment/s 9(45)
Signs of relapse 8(40)
Possible future treatment/s 7(35)
Likely progress of mental health problem 7(35)
Risks associated with mental health problem 6(30)
Likely cause of mental health problem 6(30)
How service user’s mental health problem will affect 
carer
5(25)
How to attend to service user’s personal affairs 3(15)
Content of risk assessment 2(10)
Carers were asked to rate their current general and personal information sharing 
needs with the CMHT. The majority of carers stated that they wanted more general 
information (33% a lot more and 28% some further), while 33% were satisfied and 
one respondent wanted less. The majority of carers wanted more personal 
information (25% a lot more and 44% some further), while 25% were satisfied and 
the same individual wanted less.
Carers were asked if professionals at the CMHT listened if they tried to share 
information or views with them. 50% indicated that professionals had fully listened, 
while the other 50% felt they were listened to, only to some extent.
Only 10% of carers replied that the service user had withheld their consent for the 
professional to share information with them. 65% of carers indicated that consent 
was not withheld, while 25% were unsure.
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Carers were asked to add any comments that may help the researcher to understand 
their answers or highlight an important issue. Four main themes were identified as 
Value o f information, Variability, Stability/crisis and Social needs.
Value o f information
This theme highlighted the importance of information sharing to carers’ sense of 
support, for example, participant 19 wrote:
With my daughter’s agreement, I  was included every step o f the way which 
helped me feel supported and confirmed that I  was doing and saying the right 
things...
Variability
Carers drew attention to the variability of services, both within services and between 
services in different locations. For example, participant 5 wrote:
I  have a general sense o f shared information but frequent changes o f CMHT 
professional staff don't make for easy contact.
While participant 3 wrote:
I  think it varies between staff how their attitude is.
Stability/crisis
Several carers emphasised periods of stability in the service users’ mental health, 
followed by periods of crisis. Concern was expressed about how services would cater 
for service users both in the long-term and in periods of crisis. For example, 
participant 5 wrote:
Our relative is in a stable situation at the moment so we don't anticipate the 
need for crisis support. But we always worry about ongoing support when 
we are no longer around.
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Social needs
Carers commented upon the social needs of the service user as being a priority for 
them. For instance, participant 64 wrote:
Carers and patients should get a lot more help, especially the patient trying to 
get back to meeting people and getting back to some sort o f normal life...
And participant 19 wrote:
His main need is daily activity and to mix with other people with similar 
interests...
Discussion
The audit revealed that the CMHT is sharing all types of information identified in the 
questionnaire with carers, although the variable nature of how information is being 
shared was highlighted. Although clearly this will be influenced by individual need, 
it may also reflect the varying ethos of professionals. In turn, these may be 
influenced by training and team cultures that place different emphases on the risks of 
breaching confidentiality and of working collaboratively with carers. It is possible 
that an emphasis on the risks to carers of not sharing information could re-address 
the balance.
Carers highly value appropriate information sharing and appear to have needs for 
greater sharing. Perhaps professionals could consider sharing particular types of 
information that can he easily neglected. For example, if a service user is in a period 
of stability, might this conversely be the right time to talk to service users and their 
carers about crisis prevention and crisis support? With the rising prominence of 
recovery-oriented practice (e.g. Shepherd et a l, 2008), might we see more attention 
paid to giving carers information about how to support the service user in developing 
their social life?
During the research process, it became clear that carers were not readily identifiable 
from service users’ records. Therefore, the study was reliant on care coordinators to
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identify carers and hence this study may not be a representative indication of those 
caring. This recruitment strategy may have contributed to limiting the numbers of 
those taking part in the audit, which further impedes the generalisability. This may 
also reflect a wider difficulty in defining and identifying carers (NIMHE, 2004b; 
Rapaport et a l, 2006).
Since the audit took place, the NHS Trust has significantly upgraded its electronic 
records system, with greater facility for recording carers’ details and how to share 
information with them. It is hoped that this will improve the situation, although, as 
with all such systems, it will depend upon the quality of data entered by clinicians.
The results of the audit were fed back to the CMHT staff. Health and Social Care 
Governance group and trainee clinical psychologists at the University of Surrey. One 
carer who had been involved at the initial consultation stage volunteered to co­
present the findings, adding their own personal reflections on information sharing. In 
addition, both the researcher and the carer were able to offer advice to the NHS Trust 
‘carers and confidentiality’ working party, which has gone on to produce more 
detailed guidance for professionals and carers.
Reflections from the researcher
Having spent my assistant psychologist days in a learning disability service, as a 
Trainee Clinical Psychologist, I was surprised by the strongly individualised nature 
of the majority of adult mental health work. Having spent some time exploring 
possible barriers of confidentiality and identification of carers, it seems that clinical 
psychologists have an important role in the promotion of more systemic thinking 
within adult mental health teams. For example, clinical psychologists may be well 
placed to consider not only practices within teams, but also the influence of 
practising within a western society that makes thinking about adults as in need of 
care from their relatives and friends so uncomfortable.
Co-presenting the findings of the audit with a carer was a valuable way to inspire 
service development. Her enthusiasm and openness added a personal dimension that 
I believe helped professionals to better understand the importance of this issue for
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carers. Not only this, but she gave her time generously to provoke and challenge my 
thoughts about what my findings could mean.
Reflections from the carer co-presenter
I have been a full time carer for eight years and had lost my confidence due to the 
isolation. Co-presenting enabled me to reflect upon and share my experiences. 
Feeling my views were valued has increased my self-esteem. This encouraged me to 
volunteer as a facilitator on four Trust training programmes, join the Clinical 
Psychology Advisory Group and the Carers and Confidentiality working group.
I am now able to engage with professionals in a meaningful way, as I better 
understand their aims, methods and constraints. It has provided insight into the 
parameters of the therapeutic relationship and increased the quality of my carer 
involvement.
Balancing caring responsibilities with meetings is always a challenge. However, this 
collaboration has been so positive that it is just the beginning. It reinforces that 
service users and carers are at the heart of provision.
Conclusions
Overall, carers perceived that the CMHT is partially meeting the Information 
Sharing Standards, with some scope for further development. Involving carers in the 
audit process can seem ‘tokenistie’, but the testimony of the carer co-presenter 
suggests that it can be a mutually enriching experience.
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Abstract
Objective: The study aimed to illuminate how adults with LD understand the 
reflecting team and their experiences of this therapeutic intervention, in the 
context of their systemic family therapy.
Design: A  qualitative design with a phenomenological focus was appropriate 
to gather participants’ views using semi-structured interviews. The interviews 
used video-assisted recall of the reflecting team.
Participants: Five adults with LD were recruited from one service for people 
with LD. Four women and one man took part; all were White-British. 
Participants’ ages ranged from 18-44 years.
Analysis: Interpretative Phenomenological Analysis (IPA) was an appropriate 
qualitative method of analysis for this research. Various validation strategies 
were employed, including respondent feedback and a focus group with the 
therapists.
Results: Participants seemed to understand the reflecting team as a process of 
receiving feedback from their therapist and re-capping. They appreciated the 
therapists’ focus on strengths as well as difficulties. They saw the therapy as 
focusing on talk and questions. Differences in meta-cognition were identifled 
as fundamental to their sense making. Their experiences of the reflecting team 
were of flnding ways to have a voice in therapy, managing an unusual 
experience and frustration with the outcome of therapy.
Conclusions: There are many ethical dilemmas involved in including people 
with LD in research. The present study demonstrated some successful 
strategies in achieving this. Many areas of clinical relevance were highlighted: 
tailoring the intervention to differences in communication and meta-cognition; 
accessible explanation and choice of the use of the reflecting team; and creative 
means of communication.
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Orientation to the thesis
This research sets out to explore the experiences of adults with Learning Disabilities 
(LD) of the reflecting team, as part of their systemic family therapy. It also sets out 
to illuminate how adults with LD understand this therapeutic intervention. It is a 
timely and relevant piece of research, since the intervention is becoming popular in 
services for people with LD and, thus far, researchers have failed to engage with the 
perspectives of those at the centre of the therapy.
In the introduction I describe historical and current therapy provision for people with 
LD. I introduce key concepts of systemic family therapy and then review the relevant 
literature. In the method section I describe the process of designing and executing the 
research. I start my analysis section with the philosophical roots of the analytic 
approach chosen. I then describe the way in which Interpretative Phenomenological 
Analysis (IPA) was undertaken and how the validity of the method was ensured. The 
results section discusses the findings in the context of the literature, the respondent 
feedback and the focus group of professionals. This leaves a discussion section 
dedicated to drawing connections between themes, critiquing the research and 
highlighting implications for clinical practice. Ethical issues related to including 
people with LD in research are also discussed.
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1.0 Introduction
1.1 Therapy provision for people with learning disabilities
1.1.1 People with learning disabilities and their mental health
The UK government white paper Valuing People: A New Strategy for Learning 
Disability for the Century (Department of Health, 2001) defines a person with 
LD as having: ‘A significantly reduced ability to understand new or complex 
information, to learn new skills (impaired intelligence), with a reduced ability to 
cope independently (impaired social functioning), which started before adulthood, 
with a lasting effect on development.’ (p. 14.) Whilst it is recognised that the term 
intellectual disability is more accepted internationally, the term learning disability 
will be adopted here, owing to its UK relevance. However, it is acknowledged that 
both terminologies are located within a particular cultural and historic context and 
can be critiqued for their basis in a deficit model.
Just as learning disability can be understood as a social construction (e.g. Caine & 
Hatton, 1998), similarly, there is no single accepted definition of mental health. The 
World Health Organisation (WHO, 2001) have defined it as not merely the absence 
of a classified mental disorder, but rather as: ‘A state of well-being in which the 
individual realises his or her own abilities, can cope with the normal stresses of life, 
can work productively and fruitfully, and is able to make a contribution to his or her 
community.’ (p.l).
People with LD are assumed to have a greater propensity towards developing mental 
health problems, due to having a higher number of risk factors ‘including biological, 
psychological, familial, social, environmental and cultural factors’ (Faust & Scior, 
2008, p.414). However, prevalence rates of mental health problems in people with 
LD have been reported as both under and over that found in the general population 
(Caine & Hatton, 1998). This may be partly a result of the great complexities 
involved in identifying mental health problems in people with LD, not least due to 
their difficulties in communicating their mental states (Caine & Hatton, 1998).
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People with LD may also be referred to health services for ‘challenging behaviour’.
Behaviour can be described as challenging when it is o f such an intensity, 
frequency or duration as to threaten the quality o f life and/or the physical 
safety o f the individual or others and is likely to lead to responses that are 
restrictive, aversive or result in exclusion. (Royal College of Psychiatrists et 
al, 2007, p. 14)
People with LD who display challenging behaviour may or may not have additional 
mental health problems, but several possible relationships between the two have been 
proposed (Royal College of Psychiatrists et a l, 2007).
1.1.2 Historical and current approaches to intervention
Given that people with LD may be at a greater risk of developing mental health 
problems and/or displaying challenging behaviour, it might have followed that 
therapeutic interventions for this group would be well established. However, there 
has been a dominant attitude in the psychotherapy community of ‘therapeutic 
disdain’ for people with LD, often traced to Freud’s early assertion that 
psychotherapy was unsuitable for people without ‘a reasonable degree of education 
and reliable character’ (Freud, 1904, p.254; cited in Fidell, 2000).
Before the closure of the long-stay hospitals, the predominant psychological 
intervention for people with LD from the 1930s onwards was behaviour 
modification, based on the principles of behavioural theory (O’Driscoll, 2009). 
Following the ‘normalisation’ agenda (Wolfensberger, 1974; cited in O’Driscoll, 
2009) and the Community Care Act 1990, which gave people with LD the right to 
have ‘ordinary’ lives in the community, a wider range of health and social care 
services became available. Behavioural interventions are still popular today, but 
there is now a recognition that people with LD can benefit from other psychological 
therapies, including psychodynamic therapy (e.g. Sinason, 1992), Cognitive 
Behavioural Therapy (CBT, e.g. Kroese et a l, 1997) and systemic family therapy 
(e.g. Baum & Lynggaard, 2006).
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These are relatively recent advancements in psychological therapies for people with 
LD and this is reflected in the scarcity of the research evidence, compared to that 
found for the non-learning disabled population. A review of psychodynamic, 
behavioural and cognitive-behavioural therapies for people with LD by Willner 
(2005) concluded that despite the general lack of large-scale outcome studies, the 
accumulated evidence strongly suggests the potential benefit of these approaches. 
Willner (2005) did not include systemic family therapy in the review, perhaps owing 
to the evidence being mainly limited to case studies at the time (Kaur & Scior, 2009).
1.2 Systemic family therapy and the reflecting team
1.2.1 What is systemic family therapy?
There is no one set definition of systemic family therapy (Kaur et a l, 2009). Instead, 
it might be better considered as an umbrella term for a collection of approaches 
unified by the assumption that ‘symptoms’ can be understood within an interpersonal 
context (Baum, 2006). Rather than a narrow focus on the individual, systemic 
thinking emphasises communication, patterns of interaction and relationships with 
others (Dallos & Draper, 2000).
Systems theory (Bateson, 1972; cited in Dallos & Draper, 2000), originally used to 
explain biological systems, proposes that each part of the system is interdependent on 
every other part of the system. This means that one person’s action is influenced by, 
and will influence, another person’s action. Therefore, systemic therapists seek 
circular explanations, rather than linear ones (Watzlawick et a l, 1967, 1974; cited in 
Dallos & Draper, 2000).
Dallos and Draper (2000) describe the history of systemic family therapy as 
transitioning through three main phases. In the 1950s to 1970s, family therapists 
were seen as subscribing to ‘first-order cybernetics’, meaning that they occupied an 
expert position and tried to achieve an objective stance with the family. The 1970s to 
mid 1980s saw a transition to ‘second-order cybernetics’, representing a shift to the 
view that the therapist and family are mutually influenced by each other, thus 
dispelling the idea of objectivity and enforcing reflexivity and collaboration (Carr, 
2006; Dallos & Draper, 2000). The third phase, from the mid 1980s until present
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day, has seen family therapists embrace social constructionist perspectives, such that 
wider societal influences are emphasised and language is given a key role in the co­
construction of meanings. Within each phase different theories and therapeutic 
approaches were developed.
1.2.2 What is the reflecting team?
The reflecting team approach has its origins in Milan family therapy (e.g. Selvini et 
a l, 1980; cited in Andersen, 1992). Milan family therapists developed the ‘observing 
team’ approach, whereby the team members observed the interviewer and family 
from behind a one-way mirror. The interviewer then discussed the family with the 
team behind the mirror, unheard by the family. Based on these discussions, the 
interviewer delivered the intervention to the family. Andersen (e.g. 1991, 1992, 
1995) proposed that the family might be better able to find their own solutions if they 
were to hear the team’s discussions and went on to suggest modes of procedure for 
the reflecting team.
The reflecting team begins with a member of the team interviewing the family and 
other members of the team -  the reflecting team -  listening quietly to them. ‘Circular 
questions’ are used to draw out differences in descriptions that might lead to circular 
explanations (Andersen, 1991). For example, a therapist might ask a hypothetical 
question about the future or ask about other people’s perceptions of what one family 
member thinks or does (O’Brian & Bruggen, 1985).
When either the interviewer or the reflecting team initiate it, the family are invited to 
hear the reflecting team’s responses to what they have heard. These are designed to 
be tentative and positively framed. Since the family are simply listening to the 
reflections and are not asked for their immediate responses, it is thought to allow 
members of the family to occupy a more reflexive space (Janowsky et a l, 1995). 
After a short time of reflections, the interviewer then asks for the family’s responses 
on what they have heard. There are also many modifications of this template that are 
possible (Lax, 1995).
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This shift from the observing team to the reflecting team exemplified a shift in 
family therapy from first to second-order cybernetics. Andersen (1992) incorporated 
constructivist perspectives, in that reflections were no longer based on one ‘truth’ 
(i.e. ‘either-or’), but acknowledged that individuals construct different, equally valid 
understandings (i.e. ‘both-and’). For example, the therapist might say, ‘in addition to 
what you saw, we saw this...’ (Andersen, 1995, p.l6). Andersen also used Bateson’s 
idea that ‘the elementary unit of information -  is a difference that makes a 
difference’ (Bateson, 1972, p.453; cited in Andersen, 1992), such that the reflecting 
team would introduce new ideas that were ‘not too unusual differences’ from the 
conversations of the family.
1.3 The reflecting team with people with learning disabilities
1.3.1 People with learning disabilities in their family context
Goldberg et al. (1995) has drawn attention to issues that are more likely to arise 
within a family context where one member has LD. For example, the family life 
cycle may be out of synchrony with the expected transitions (e.g. leaving home, 
marriage) and some family members may show a grief response to having a child 
with a disability and the other associated losses (e.g. social, financial). Finally, 
parents may face dilemmas in trying to achieve a ‘balance between over-protection 
versus the risks faced by a vulnerable adult, coupled with the ongoing stress in the 
family of living with a lifelong disability’ (Fidell, 2000, p.310).
Research by Faust and Scior (2008) identified themes in interviews with parents of 
people with LD with additional mental health problems of the ‘struggle to 
understand’ the interface between the mental health problem and the learning 
disability, a ‘double whammy’ of pain and a re-emergence of earlier grief, ‘trying to 
get by’ in a context of isolation and ‘the battle for help’ from services. Therefore, an 
additional mental health problem seemed to compound the difficult issues faced by 
these families with a member with LD.
The above issues demonstrate some of the reasons why systemic family therapy is an 
increasingly popular intervention for individuals with LD, their families and their 
wider networks (Baum & Lyngaard, 2006; Jenkins, 2006).
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1.3.2 Views on the use of the reflecting team with people with 
learning disabilities
Despite the recent popularity of systemic approaches in the learning disability field 
(e.g. Baum & Lynggaard, 2006), some reservations have been expressed about the 
reflecting team’s direct transferability to people with LD. For instance, Fidell (2000) 
argues that multiple views are too confusing and if beyond a person’s level of 
comprehension, potentially disempowering. She goes on to propose that the 
reflecting team is different for people with LD because they are frequently in the 
position of hearing themselves talked about and are usually expected not to listen. 
This is suggested to be in contrast to the non-learning disabled population, for whom 
this can be a novel experience. In addition, Fidell (2000) has pointed out that people 
with LD may have particular difficulty with the abstract questioning format of the 
reflecting team.
Others believe that the reflecting team is beneficial for people with LD if adaptations 
are made, such as reducing the number of ideas presented (Cardone & Hilton, 2006; 
Halhday & Robbins, 2006). Cardone and Hilton (2006) also suggest asking the 
individual with LD for their views first, before other family members. Fidell (2000) 
has proposed the use of non-verbal techniques (e.g. role play, dolls, drawings, scales, 
etc.) for people with LD in systemic therapy.
1.4 Relevant previous research
1.4.1 Research on systemic family therapy 
Arguably, systemic interventions are difficult to evaluate given the many points of 
entry into a system, the wider-than-symptom-level focus and the differing agendas 
for change within a system. Family therapy used to be thought of as unsuitable for 
traditional methods of evaluation based on linear explanations, particularly due to the 
epistemological clashes between post-structural systemic approaches and the 
positivism usually associated with traditional research methods. Thus, systemic 
family therapists would argue that objective ‘symptoms’ do not exist as a fixed 
reality, but rather are constructed differently by different members of the system. 
Asen et al. (1991) also proposes that traditional research paradigms are ‘reductionist’ 
and that family therapy cannot be equated to a treatment for ‘dysfunction’ that needs
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to be ‘cured’. Rather, family therapy rests on the notion that ‘knowledge depends on 
the knower, so claims that the world has essential properties which transcend 
individual experience are problematic’ (Legg, 1997, p.402). Meanwhile, positivistic 
research paradigms assume that reality can be systematically observed and measured 
accurately (Legg, 1997). However, researchers now recognise the need to evaluate 
the effectiveness of family therapy across a range of criteria (Asen, 2002).
Carr (2009a, 2009b) has reviewed the evidence base for systemic approaches (in the 
broadest sense) for children and adults, using meta-analyses and controlled trials. He 
found strong support for a range of conditions, although the majority of this came 
from structural-strategic (i.e. first-order) approaches and family-based CBT and 
psychoeducation. This may be partly due to the preference of researchers for 
manualised treatments, to which first-order approaches are more amenable.
However, a recent UK survey of 14 National Health Service (NHS) learning 
disability services with a base of 55 clinicians, suggested that social constructionist 
or pluralist approaches are more likely to be adopted by clinicians than first-order 
approaches (Kaur et a l, 2009). There is therefore an outstanding need for more 
research into social constructionist and narrative approaches (Carr, 2009b). There 
have been some recent developments with designing viable tools for measuring 
changes in family functioning, which will be compatible with social constructionist 
approaches, but these are currently still in their infancy (e.g. Stratton et a l, 2010).
1.4.2 Research outside of the learning disability field 
Some research has been conducted to date to gather the views of people without LD 
using family therapy services. Kleist (1999) reviewed several studies on client 
perceptions of the reflecting team, including those of Sells et a l  (1994) and Hoger et 
a l  (1994). Hoger et a l (1994) presented two studies of the use of the reflecting team 
with children and adults as the identified patients. They used a mailed questionnaire 
and some semi-structured interviews and reported high levels of positive change and 
satisfaction (79% of the sample of 59 participants). Meanwhile, Sells et a l (1994) 
examined couples’ and therapists’ views of the reflecting team. Both clients and 
therapists viewed having multiple perspectives as beneficial, but couples discussed
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how trust and rapport needed to be estabhshed before introducing the technique. 
They also described how the reflecting team had allowed them to ‘step outside the 
problem’ and listen in a different way.
In a child and adolescent mental health service context, Baldwin and Jones (2000) 
analysed the results of fixed-response questionnaires completed by 15 family 
members after family therapy that had used the reflecting team. The majority of 
respondents felt that they did not have the choice of being seen without the reflecting 
team and wanted more time to talk about the reflections that they had heard. The 
majority also replied that they would have preferred to have the same therapist each 
time in the reflecting team.
Qualitative research has been carried out with children without LD on their 
experiences of systemic family therapy. Amongst other ideas this has highlighted: 
the tension between children’s need to be included, but not be the sole focus of the 
therapy (Stith et a i, 1996); children’s apprehensions about being judged negatively 
and difficulties expressing their thoughts and feelings (Strickland-Clark et a l, 2000); 
and children’s varied strategies for participation (e.g. listening until being spoken to) 
and the importance of toys and play (Lobatto, 2002).
1.4.3 Research within the learning disability field 
Within the learning disability field, Baum (2006) presented an evaluation of an 
eclectic mix of systemic approaches (e.g. Structural, Milan, Narrative), but with a 
common thread of the reflecting team. They evaluated their effectiveness by 
reviewing whether the families’ goals were achieved, as well as examining any ‘first- 
order’ change (e.g. a reduction in aggressive behaviour in an individual) and 
‘second-order’ change (e.g. a change in the family structure). Out of nine families 
evaluated, three did not complete their sessions, four had reached their goals and two 
families’ goals were ongoing. They reported that three families had shown first-order 
change and three families had shown second-order change. Clearly, limitations of 
this evaluation included the failure to include the perspectives of people with LD 
receiving the service and a lack of control or waiting list group.
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Meanwhile, Rikberg Smyly et al. (2008) reported on telephone interviews conducted 
with 39 direct care staff, 20 professional colleagues and five family members after 
systemic consultations, which used the reflecting team format. Content analysis 
(Shilling, 2006; cited in Rikberg Smyly et a l, 2008) was used to code notes made 
about participants’ responses. The results were limited as no actual recording was 
made of the telephone interviews. Overall, the results indicated that care staff and 
family members were mainly positive about the experience, while colleagues were 
mixed in terms of rating it both positively and negatively. The authors reported the 
following themes:
• ‘Useful and helpful vs. unfamiliar structure/odd and uncomfortable’ -  this 
reflects that the majority of people found it helpful in some respect, but a 
minority found it uncomfortable or strange, due to unfamiliarity with the 
structure.
• ‘Able to express a view’ -  this reflects that everyone was able to express a 
view within the consultation and that this was perceived as helpful.
• ‘Broadened perspectives’ -  this theme related to the conversation broadening 
consultées’ perspectives, through generating different ideas.
• ‘Not confusing vs. feeling unprepared’ -  This theme suggests that there were 
differences between some participants feeling prepared for the approach of 
the consultation and others not so.
• ‘A positive focus vs. concerns about the service user attending’ -  This 
indicated the helpfulness for some of a positive focus during the consultation, 
particularly for the client, whilst some had concerns about the ability of the 
service user to cope with attending (if they had not).
• ‘Outcome’ -  Some participants reflected a satisfactory outcome based on 
generating ideas, but some felt that ‘no outcome’ was achieved, as they were 
unsure or could not remember what had been decided.
While research into the experiences of people with LD is scarce, Halliday and 
Robbins (2006) have presented a case study of a brother and sister, both with LD, 
who engaged with systemic family therapy with members of their care staff. The 
brother and sister fed back that they had found the reflecting team initially ‘strange’, 
but had enjoyed having more people present who appeared interested in them. On the
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basis of the feedback gained from the siblings and their care staff, Halliday and 
Robbins (2006) concluded that the listening skills and questioning style of the team 
had been beneficial.
Similarly, Haydon-Laurelut and Nunkoosing (2010) describe a practice-based 
example of using a reflecting team approach for a referral for a man with a LD 
displaying ‘challenging behaviour’, named Dan. The authors of the paper conducted 
evaluative interviews after the intervention, and again six months later. Although 
they were able to capture the views of Dan about his improved support at home, his 
views about the nature of the intervention were absent. The authors concluded that 
the intervention had been helpful for shifting the description of the problem as 
residing ‘within’ Dan, to a definition that allowed consideration of the relationship 
between Dan and those who supported him.
Finally, qualitative research by Lloyd and Dallos (2008) revealed that mothers of a 
child with a severe LD found some elements of solution-focused family therapy 
inappropriate in the context of a life-long disability, although the therapeutic 
relationship created was seen as a strength of the approach. Although this approach 
does not use the reflecting team, the results of this research prompt us to pay 
attention to how different techniques are experienced by different populations.
1.5 The rationale for the present research 
In sum, research is gathering momentum in exploring the use of the reflecting team 
within different client groups. It is timely to attempt to understand its applicability to 
people with LD and their families. So far, research has failed to engage with the 
perspectives of the individuals with LD who have accessed this intervention, despite 
the fact that the most popular format for working systemically is to involve both the 
individual with LD and members of their system (Kaur et a l, 2009). Therefore, the 
present research seeks to gather the views of people with LD on their systemic 
family therapy using the reflecting team format, which could prove valuable in 
guiding the future use of the intervention with this population.
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1.3 Research questions 
The following questions will be the focus of the present research study:
• What do adults with learning disabilities understand about systemic family 
therapy using the reflecting team format?
• What are adults with learning disabilities experiences of systemic family 
therapy using the reflecting team format?
2.0 Method
2.1 Ethical approval
Ethical approval was gained for the research through the South West London 
Research Ethics Committee (REG) (see Appendix A) and through the Faculty of Arts 
and Human Sciences Ethics Committee at the University of Surrey (see Appendix 
B). Research and Development (R & D) approval was gained from Kingston NHS 
Trust (see Appendix C). Later in the research process, the same committees granted 
ethical approval for an amendment to the original research design (see Appendix D, 
E and F). This amendment was for an additional focus group to be held, as part of a 
vahdation strategy (see under 3.4.2 Focus group).
2.2 Design
A qualitative design with a phenomenological focus is appropriate to gather 
participants’ views of their systemic family therapy using semi-structured interviews 
(see 3.2 IPA for further justification). The interviews used video-assisted recall of the 
reflecting team (see under 2.5 Materials).
2.3 Setting
The research was set in one NHS community service for adults with LD, which 
offers a family therapy clinic. The service is based in an urban area in the south of 
England. The team described their approach as ‘integrative’, drawing on structural, 
Milan, post-Milan, social constructionist, narrative and attachment narrative 
approaches. The reflecting team format is routinely used in sessions with families. 
This research used a single-site to recruit participants from, as it would have reduced 
the homogeneity of the sample to recruit from different services. In IPA the
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researcher aims for homogeneity in the sample so that participants share something 
of their experiences within a particular context (Larkin & Thompson, 2011).
2.4 Consultation with people with learning disabilities
The Easy Info group was consulted about the information sheets and consents forms, 
as well as how to conduct the interviews. The membership of the Easy Info group 
includes people with LD and their supporters and is facilitated by a Speech and 
Language Therapist. Their feedback resulted in significant changes to the draft 
materials and the revised materials were thought to be acceptable by the group.
2.5 Materials
2.5.1 Information sheets
Two versions of the information sheets were developed; one version for the family 
members of the participant (see Appendix G) and another version for participants 
(see Appendix H). Although the family members were not participants in the 
research, their informed consent was needed to use video footage of their family 
therapy sessions within the research. In addition, their cooperation was sought to 
facilitate meetings between the participants and the researcher.
The information sheet for participants was designed and worded with potential 
communication difficulties in mind. Thus, a maximum of three key points are 
presented on each page and each sentence is accompanied by a photographic image. 
The information sheets allow participants to select whether or not to give their 
permission for the researcher to telephone them in two days, to hear whether they 
would like to take part or not.
2.5.2 Consent forms
Two different consent forms were developed, one for the family members (see 
Appendix I) and one for participants (see Appendix J). The consent form for 
participants asked the person to select ‘yes’ or ‘no’ (accompanied by appropriate 
symbols) for a series of questions that probe their understanding and acceptance of 
the procedures and their desire to take part in the research.
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2.5.3 Background information form
The background information sheet (see Appendix K) was developed in order to 
capture some demographical and contextual information about participants. 
Participants were reminded that they could decline to answer the questions. The 
information that was captured is summarised in Table 1 under 2.6.4 Participant 
demographics.
2.5.4 Interview schedule
The semi-structured interview schedule (see Appendix L) was developed from the 
existing literature. In particular, the interview topics detailed by Lloyd and Dallos 
(2008) for use with mothers of children with severe LD were adapted. The broad 
topic areas in the interview schedule were:
• Participants’ understanding and experiences of family therapy as a whole.
• Participants’ understanding and experiences of the reflecting team
specifically.
• Feelings and thoughts about what was said about them/their family.
• Anything helpful about what was said and why it was helpful.
• Anything unhelpful about what was said and why it was unhelpful.
The phrasing and wording of the interview schedule took account of general advice 
for semi-structured interviews. For example. Smith and Osborn (2008) recommend 
asking both general and specific questions that are neutral, open and free from 
jargon. In addition, Finlay and Lyons (2001) have outlined some possible areas of 
difficulty experienced when interviewing people with LD. They suggest that 
interviewers should avoid negatively phrased questions and complex question 
formats. People with LD also tend to acquiesce (i.e. say ‘yes’ regardless of the 
question) and so care should be taken to emphasise that ‘don’t know’ is a valid 
response (Finlay & Lyons, 2001). Despite some reports of the lack of responsiveness 
of people with LD to open-ended questions (e.g. Budd et al., 1981; cited in Finlay & 
Lyons, 2001), Finlay and Lyons (2001) cite successful research using open-ended 
questions and recommend using them initially and then checking the meaning of the 
answer.
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2.5.5 Video footage 
The family therapy clinic routinely seeks consent from families to video record their 
therapy sessions. Selected sections of these videos were shown to participants during 
the interviews, taken from their most recent therapy session. Participants were shown 
a few minutes of the end of the conversation with their lead therapist and then shown 
the reflecting team’s discussion for its full duration. There was only one reflecting 
team conversation per session and this was usually approximately 10-15 minutes 
long. It gave the participants the opportunity to comment specifically on the part of 
their session that used the reflecting team and maximised recall. Similar video­
assisted recall was used by Strickland-Clark et a l (2000) to gather the views of 
children and adolescents on family therapy.
2.6 Participants
2.6.1 Recruitment
Potential participants were recruited via nomination from professionals at the family 
therapy clinic if they fulfilled the inclusion criteria (i.e. purposive sampling). The 
professionals were briefed on the purpose of the research and asked to inform their 
clients that they could meet the researcher to discuss taking part, if they would like 
to.
2.6.2 Inclusion criteria
For the main study, the following criteria were applied for participants:
• They are aged 18 years or over.
• They have a recognised learning disability, as evidenced by their eligibility
for services for people with LD.
• They currently attend regular sessions at the family therapy clinic, together 
with one or more members of their system.
• They have given their informed consent for video recording of their sessions
at the family therapy clinic.
Participants had a range of presenting problems and diagnoses. No attempt was made 
to assess their level of learning disability. Session frequency varied and was not 
collated.
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2.6.3 Exclusion criteria
It was known that some individuals with a diagnosis of Asperger syndrome were 
accessing the family therapy service. The Diagnostic Statistical Manual of Mental 
Disorder 4^ Edition (American Psychiatric Association, 1994) states that people with 
Asperger syndrome have impaired social functioning without impaired intellectual 
functioning. As such, they were excluded from the research because people with the 
condition are not considered to fulfil the criteria for learning disability, as it is 
currently defined.
2.6.4 Participant demographics
It was anticipated that approximately eight participants would meet the criteria for 
inclusion in the research. Over the course of eight months, six people who used the 
family therapy clinic were approached by their therapist about the research. Five 
consented to be contacted by the researcher to find out more about the research. All 
five went on to consent to take part in the research. To preserve participant 
confidentiality, participant demographics will be presented as collated information, 
rather describing individuals (see Table 1). The feedback from the therapists was this 
collated information appeared to be typical of the people using their service.
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Table 1. Participant demographics
Descriptor Details of participants
Gender Four females and one male took part in the main study.
Age Two were aged between 18-24 years, two between 25-34 years and 
one 35-44 years.
Ethnicity All participants were White-British. 84.5% of people in the local 
borough were recorded as White-British (Office of National Statistics, 
2001).
Religion One participant described themselves as Church of England, two as 
Catholic and two as having no religion. 64.5% of people in the local 
borough are recorded as Christian and 18% as having no religion 
(Office of National Statistics, 2001).
Support
needs
One participant requested that the interviewer not use Tong words’, 
two used Makaton (a sign language adapted from British Sign 
Language for people with communication difficulties) and one used 
pictures and symbols.
Diagnoses One participant had a diagnosis of Down’s syndrome and one had 
cerebral palsy. The others did not disclose any diagnoses, apart from 
LD.
Reason for  
referral
Conflict within the family was cited twice, aggressive behaviour from 
the participant was referred to once, and ‘relationship breakdown’ was 
named by another participant. The other participant referred to 
‘matters’ relating to herself.
Number o f 
sessions
For three participants, this was between 3-5 sessions. Two participants 
had accessed the service for between one and two years.
Who attends 
sessions
This included the mother of the participant for all participants and the 
father of the participant for all but one. Siblings were sometimes in 
attendance for three participants.
2.7 Gaining consent 
Potential participants and their family members met with the researcher face-to-face 
to discuss the information sheets and ask questions about the research. If they agreed 
to give their telephone number at this stage, potential participants had at least two
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days to consider the information sheets before being telephoned by the researcher. If 
potential participants indicated over the phone that they would like to take part in the 
research, a face-to-face meeting was arranged at the family therapy clinic with the 
researcher and at least one family member. At this meeting, the researcher reminded 
potential participants of the information contained in the information sheets.
Adults with LD are assumed to have the capacity to consent, unless proven otherwise 
(Mental Capacity Act 2005). The researcher checked the potential participants’ 
capacity to consent through informal questioning based on four areas:
• Did they remember the information?
• Did they understand the information?
• Can they use the information to make their decision?
• Can they communicate their decision?
These are the areas used by the Mental Capacity Act 2005 to assess capacity to make 
specific decisions. The family member witnessed the consent giving procedures, to 
ensure that they were comfortable that no coercion had taken place. They then signed 
the participant’s consent form.
Establishing consent is viewed as an ongoing process, rather than a ‘one-off event 
(Gilbert, 2004) and the researcher remained alert to any verbal or non-verbal signals 
that consent was being withdrawn (Lloyd et al., 2006). Participants were reminded of 
their right to withdraw from the research at appropriate times, as recommended by 
Lewis and Porter (2004). If any participants had withdrawn their consent or lost the 
capacity to consent during the research, then their data would have been withdrawn 
from the study.
2.8 Risk/benefit analysis 
There was a potential risk to participants that they would experience some negative 
emotions associated with thinking or talking about their therapy. This was not 
expected to be any greater than that associated with the therapy itself. In the process 
of gaining consent, a supportive figure was identified with each participant who
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could be contacted in the event of them becoming distressed. However, no 
participants became distressed during the interviews.
It was also possible that participants would experience some positive emotions 
associated with having an interested listener and playing a valued role. These 
benefits were expected to be especially relevant to people with LD, some of whom 
have limited opportunity for this kind of interaction (Dye et a l, 2004).
The professional lead for the service was made aware of who was participating in the 
research through a formal letter (see Appendix M). If any disclosures had been made 
during the interviews that suggested a risk of harm to participants or anyone else, or 
if any criminal activity were reported, this would have been reported to the 
professional lead. If they were not available, then another member of the clinical 
team would have been notified. If an urgent safeguarding issue had arisen, then the 
Duty Care Manager of the local social services would have been contacted. The 
limits of confidentiality were explained to participants and their families in the 
information sheets.
2.9 Procedure
Following gaining consent, background information was collected from participants 
(see 2.5.3 Background information form). All of these procedures were carried out in 
a face-to-face meeting with each participant and at least one family member.
Participants were then invited to attend a face-to-face meeting with the researcher 
following a subsequent family therapy session that had used the reflecting team 
format. Participants and their family members were informed that they could attend 
the interview alone, or bring a family member to the interview. It was stressed that if 
they chose the latter option, then the family member would be there in a supportive 
capacity and should not input into their answers. Three participants chose to have 
their mothers present during the interviews. For a discussion on the impact of this, 
please see 5.3 Ethical dilemmas.
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The interviews were planned to take place in the clinical team’s offices. However, to 
maximise recruitment it was necessary to make the location of the interviews as 
convenient as possible. Thus, two of the interviews took place at the participant’s 
homes, since no risks associated with those individuals were identified by their 
health professional. The Lone and Hazardous Working Policy (University of Surrey, 
2010) was followed, with approval gained from the university supervisor. An 
additional system of contacting the field supervisor before and after each visit was 
implemented.
The interviews took place as soon after the family therapy session as possible to 
maximise recall, which varied from a few days to a few weeks in interval. Due to 
practical restrictions it was not possible to standardise the session number across 
participants. However, initial appointments were excluded, since this gave 
participants more time to become familiar with the reflecting team format.
The researcher showed the participant video footage of the reflecting team in action 
(see 2.5.5 Video footage), as developed from Elliott and Shapiro’s (1988; cited in 
Elliott & Shapiro, 1992) tape-assisted recall. The researcher then interviewed the 
participant using the interview schedule in a semi-structured manner.
On the advice of the Speech and Language Therapist from the ‘Easy Info’ group, the 
researcher used some laminated symbols for ‘I don’t understand’, ‘yes’, ‘no’ and 
‘stop the meeting’. The interviewer was also mindful of participants’ attention and 
memory capacities (Lewis & Porter, 2004) and therefore encouraged participants to 
take breaks. No participants made use of the symbols, but two participants did 
interact with the researcher using Makaton signs (with accompanying speech).
The interview was audio recorded and later transcribed, omitting identifying 
information. Consent was requested in order for the transcription to be completed by 
someone other than the researcher, owing to a physical disability. Directly after each 
interview, the researcher noted any observations to address the four frameworks 
suggested by Dallos and Vetere (2005, p. 193):
• ‘What is the person communicating, both verbally and non-verbally?’
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• ‘How I am responding to them, both verbally and non-verbally?’
• ‘What do I think is going on between us?’
• ‘What are the contextual influences within and outwith the interview?’
Once all the data was collected, the interview transcripts were analysed using 
Interpretative Phenomenological Analysis (see 3.2 IP A). Participants were given an 
update about the progress of the research (see Appendix N) and once preliminary 
results had been analysed, an accessible letter was sent to participants to offer some 
feedback on their results (see Appendix O) and the opportunity to comment on the 
analysis, in a validity check (see 3.4.1 Respondent validation). It was explained to 
participants at the end of their initial interviews that they would be given the 
opportunity to tell the researcher whether what was identified was what they had 
wanted to express.
2.10 Piloting
The information giving, consent gaining and interview procedures were piloted on a 
member of the public, who works as the Administrator in the community team for 
people with LD. No video footage was used in the pilot to ensure confidentiality. The 
first interview with a participant was also a pilot in the sense that the interviewer was 
relatively new to the procedure. Through the use of supervision and reflection, the 
interviewing style improved over the course of the research (see 5.3 Ethical 
dilemmas).
2.11 Confidentiality and data storage
To ensure confidentiality for the participants and their families, personal information 
was removed from transcripts and any quotes were accompanied by a pseudonym. 
Quotes were only chosen if it was believed that the participant would be totally 
unidentifiable from the content of their words.
Personal information (such as names and telephone numbers) was kept on a 
password-protected file on an encrypted memory stick. These files were deleted after 
completion of the research. Only the researcher and their support worker had access 
to the audio files. The support worker signed a confidentiality agreement with the
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researcher (see Appendix P). The audio file was deleted from the digital recorder, 
kept on an encrypted memory stick and deleted when the research was complete. The 
anonymised transcripts will be kept in a locked cabinet in the family therapy clinic 
for five years after the research is complete.
3.0 Analysis
3.1 Theoretical underpinnings 
This research uses a phenomenological focus to gather insights about participants’ 
experiences. ‘Phenomenology is concerned with the phenomena that appear in our 
consciousness as we engage with the world around us’ (Willig, 2008, p.52). Willig 
(2008) explains that in phenomenology, objects and subjects are not separate from 
us, but are only given meaning according to our perceptions of them and are 
therefore different according to the perceiver.
Willig (2008) goes on to explain that we cannot gain direct access to our 
participants’ perceptions, rather we can explore it from our own positions in the 
world, thus necessitating the researcher to interpret the individual’s experience. 
Interpretative Phenomenological Analysis (IPA) is based on these premises and is 
therefore concerned with the ‘detailed examination of human lived experience’ 
(Smith et a l, 2009, p.32), as interpreted from the researcher’s own standpoint. The 
researcher is aiming to both ‘walk in the participant’s shoes’ through empathising 
with their experiences and at the same time, use a questioning stance to think about 
their experiences from a different angle (Smith et a l, 2009).
Interpretative phenomenology uses ideas from hermeneutics, in particular the idea 
that description cannot be separate from interpretation (Willig, 2008). Hermeneutics 
suggests that meaning making is circular: we use our presuppositions to make sense 
of the world, and our understanding of the world then influences our presuppositions. 
However, Smith et a l (2009) point out that ‘...when encountering a text, I don’t 
necessarily know which part of my fore-structure is relevant. Having engaged with 
the text, I may be in a better position to know what my preconceptions were’ (p.25). 
Therefore, Smith et a l (2009) suggest that it is not possible to completely ‘bracket 
off’ preconceptions from the process of IPA and instead, the researcher should
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remain reflexive to their developing understanding of what these might be, bearing in 
mind that these will be changing in the process of undertaking the analysis.
In terms of the realist-relativist continuum, IPA has been categorised as occupying an 
‘in-between’ position, since ‘...experience is always the product of interpretation and 
therefore, constructed (and flexible) rather than determined and fixed, it is 
nevertheless ‘real’ to the person who is having the experience’ (Willig, 2008, p. 13). 
Therefore, this study adopts a critical realist position, in that it assumes that the 
participants’ linguistic accounts do reflect their experiences, but that the researcher 
does not have direct access to these experiences and therefore, is involved in a 
process of constructing accounts. The experiences themselves are understood to 
reference the real world, as the ‘physical, social and cultural world has an existence 
which precedes us’ (Smith et a l, 2009, p. 194), but multiple experiences are possible, 
as the individual gives meaning to the world. Furthermore, not only does language 
reflect our experiences, but language also constrains and shapes our interpretations of 
our experiences (Smith et a l, 2009).
3.2 Interpretative Phenomenological Analysis 
The use of Interpretative Phenomenological Analysis (IPA) is an appropriate 
qualitative method of analysis for this research. IPA is concerned with ‘the meanings 
particular experiences, events and states hold for participants’ (Smith & Osborn, 
2008, p.53), which would fit with the stated aim of the research. IPA has been used 
successfully with people with LD as participants previously (e.g. Baum & Bums, 
2009; Macdonald et al, 2003), such that ‘thin data’ was not a major concern, 
particularly when supplemented by observational data.
Grounded theory (e.g. Charmaz, 2006) was considered as a method of analysis, but 
ultimately rejected. Grounded theory is reliant upon the researcher aiming for 
‘saturation’ in their theoretical sampling and this was considered to be impractical 
when sample size was likely to be small. The research was also focused on exploring 
the nature of participants’ experiences, rather than categorising and mapping 
experiences and social processes, which made it more appropriate for IPA (Willig, 
2008).
177
Research Dossier: Major Research Project
The IPA method proposed by Smith and Osborn (2008) was used:
• Transcription of the interviews.
• ‘Looking for themes in the first case’: The transcripts were read and re­
read and annotated with comments about things of possible significance. 
The researcher commented on ‘echoes, amplifications and contradictions’ 
of what was said (Smith & Osborn 2008, p. 67). The researcher then 
moved on to a higher level of abstraction, noting possible themes that 
represented initial annotations.
• ‘Connecting the themes’: The researcher searched for connections 
between the themes, by theoretically ordering the themes produced and 
looking for clusters. This analysis was iterative and involved continually 
checking back to the original text. The clusters of themes were then given 
‘superordinate’ names, and quotes that illustrated them were identified.
• ‘Continuing the analysis with other cases’: The process of analysis was 
repeated from the beginning, while the researcher remained mindful of 
similarities and differences between transcripts. A ‘master table of 
themes’ was then produced -  the themes that were taken forward 
depended on the richness of the evidence that supports them, their 
theoretical importance, as well as how well they represent the rest of the 
data.
3.3 Sample size
Smith and Osborn (2008) state that there is no ‘right answer’ for sample size in IPA, 
as studies have been conducted with single cases, but that between three and six 
participants would be ‘reasonable’. Additionally, Larkin & Thompson (2011) state 
that ‘IPA studies require small sample sizes. It is the quality, rather than quantity of 
data that permits insightful analyses to be developed’ (p. 104). This is because IPA is 
concerned with the idiographic, i.e. the attention to the particular details (Larkin & 
Thompson, 2011). Indeed, Smith et al. (2009) recommend that IPA researchers 
aiming to broaden the scope of their research do so by increasing the number of 
interviews, rather than the number of participants.
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Despite this clear position from the majority of IPA proponents, there remains some 
debate in the wider literature regarding sample size in qualitative research methods. 
For example, Guest et al. (2006) distinguish between the concepts of ‘theoretical 
saturation’ and ‘data saturation’. The former refers to the type of saturation aimed for 
in grounded theory, when all the main variations in experience are incorporated into 
the developed theory. The latter they defined as ‘the point in data collection and 
analysis when new information produces little or no change in the codebook’ (p.65). 
This relates to their content-based coding scheme, which they analysed for data 
saturation using an audit trail of their research. They identified that new codes were 
only infrequently identified after 12 interviews. However, Francis et al. (2011) 
suggest that the concept of data saturation applies to theory-based interviewing 
techniques and the concept has not yet been applied to IPA.
3.4 Validity checks 
The traditional criterion applied to evaluate quantitative research, namely objectivity, 
reliability and generalisability, are inappropriate for qualitative methods (Yardley, 
2008). The aim of the qualitative researcher is to seek to understand how they have 
influenced the research, rather than to aim for objectivity, and to understand how the 
context has contributed to their results, rather than to seek the same results each time 
the study is performed (Yardley, 2008).
Furthermore, rather than making generalised claims from a large sample to the 
population of interest, the qualitative researcher is interested in what can be said 
about the particular group that was interviewed (Smith & Osborn, 2008). The power 
of the analysis is judged by the extent to which readers can make links between 
‘...the findings of an IPA study, their own personal and professional experience, and 
the claims in the extant literature’ (Smith & Osborn, 2008, p.56).
Therefore, the aim is not for statistical generalisability, but ‘logical’ or ‘theoretical’ 
generalisability instead (Johnson, 1997; cited in Yardley, 2008). However, Yardley 
(e.g. 2000, 2008) and Dalios and Vetere (2005) have proposed some criteria upon 
which qualitative researchers can show their research to be ‘sound and rigorous’, 
which are as follows.
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3.4.1 Respondent validation
‘Respondent validation’ was used to promote validity by gathering feedback from the 
participants about how well the analysis fitted with what they were trying to express 
(Dalios & Vetere, 2005; Yardley, 2008). The engagement of the participant as ‘co­
researcher’ has been promoted by Smith (1994), as a way of harnessing the 
reflexivity of the participant, as well as the researcher. This holds the potential of 
minimising some of the power inequalities between researcher and participant, but it 
could also be argued that the researcher’s interpretation probably holds more weight 
than the participants (Burr, 2003).
Only one participant responded to the invitation to give feedback on their results. He 
was able to discuss his results over the telephone and notes were taken during the 
telephone discussion on the words used.
3.4.2 Focus group
A 45-minute focus group was held to provide the opportunity to discuss the results of 
the main interviews with the professionals delivering the systemic family therapy. 
The focus was on the resonance of the findings for the professionals and the 
implications of the findings for how they proceed with therapy. The results of the 
focus group were used to influence the iterative process of analysis.
The only inclusion criteria applied was that the professionals were working within 
the service and had direct clinical experience of working with people with LD and 
their families. Professionals were recruited by email via one clinical psychologist 
working in the service. The information sheet was emailed to potential participants to 
explain the nature of the focus group (see Appendix Q). These were approved by the 
REC. Professionals were given at least two days to consider the information sheet, 
before being asked whether they would like to attend the focus group. The 
professionals were assured of confidentiality.
One clinical psychologist, one trainee clinical psychologist, two assistant clinical 
psychologists and one family therapist agreed to take part. Written informed consent 
was gathered (see Appendix R), after the opportunity to ask questions.
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Confidentiality for the preliminary results was established. The preliminary findings 
of the main research were then presented, with some supporting quotes. An informal 
discussion was held, encouraging participants to discuss the findings with each other 
(Wilkinson, 2008). Questions and prompts were around:
• Whether the findings fitted with their expectations.
• The resonance of the findings with the therapists’ experiences.
• The implications of the findings for current systemic practice with people 
with LD.
The focus group was audio recorded and later transcribed. The transcript was not 
treated as new data, but rather as a validation strategy for the results already 
identified, so it was not necessary to analyse it separately for any themes. Rather 
comments made in the focus group added to my understanding and interpretation of 
the results and resulted in some amendments to the preliminary themes.
3.4.3 Disconfîrming the analysis
Yardley (2008) recommends taking the step to search for evidence within the data 
that disconfirms the themes produced. Any ‘negative cases’ are then reported in the 
analysis section (see 4.0 Results).
3.4.4 Independent audit
It is also recommended that the researcher keep a detailed ‘paper trail’ of each stage 
of their analysis (Yardley, 2008), so that an independent reader can follow how the 
analysis was conducted (Dallos & Vetere, 2005). Any differences between the 
researcher’s analysis and that of the independent auditor can then be examined and 
accommodated by the researcher (Dallos & Vetere, 2005).
The ‘paper trail’ was achieved by organising printed and cut up initial comments and 
quotes into envelopes named with a theme. Organising themes into superordinate 
themes was performed in separate files on the computer. As well as having the initial 
comments and themes checked by the academic supervisor, an independent auditor 
(also an IPA researcher) read the themes and supporting quotes. The feedback was
181
Research Dossier: Major Research Project
used to expand upon the descriptions of the themes, so that the face validity was 
increased.
3.4.5 Self-reflexivity 
It should be evident how crucial self-reflexivity is to the qualitative researcher. In 
IPA this is especially important, as the researcher is placed in the pivotal position of 
making interpretations of their participants’ experiences (Willig, 2008). Elliott et ah 
(1999) recommend ‘owning one’s perspective’ in their guidelines for qualitative 
research; therefore I will now refer to myself in the first person.
In this research, self-reflexivity was cultivated through keeping a journal of my 
thoughts, decisions, etc. (Dallos & Vetere, 2005) (see Appendix S for an excerpt). In 
order to gain some perspective on the research, a colleague interviewed me before 
and after data collection. The aim of these interviews was to gather an outsider’s 
perspective of any biases and assumptions in my thinking (Dallos & Vetere, 2005). 
These interviews were audio-recorded and some key points from the interviews were 
used to inform the position of the researcher (see 3.5).
3.5 The position of the researcher 
Through the processes of self-reflexivity described, I came to a greater understanding 
of my motivations, theoretical orientations and the development of my interest in the 
research topic, as well as how differences between myself and the participants might 
have affected the research.
Before beginning clinical psychology training, I completed some foundation training 
in systemic family therapy. Therefore, I believe that systemic family therapy can be 
useful to individuals and families in psychological distress and have more affinity 
with systemic ways of working than with other models. However, throughout 
training, I have questioned and re-evaluated whether, how and why systemic ideas 
might be useful and what other theories might be useful too. The motivation to 
conduct this research therefore came at a time when I was more open-minded with 
regards to the practice of systemic family therapy, although there was still an
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expectation that participants would report at least some aspects of the practice as 
helpful.
I chose to read the literature before undertaking the research and so approached the 
research with some knowledge of what other writers thought the experiences of 
people with LD might be. This background knowledge will have affected the cycle 
of hermeneutics, although I was aware of the need to see these writers’ viewpoints as 
not ‘right’ or ‘wrong’ or necessarily relevant at all in relation to the participant’s 
experiences. However, since the hterature was used to develop an interview 
schedule, this meant that some areas of discussion were pre-determined.
My position evolved throughout the research, as I interacted with participants, 
supervisors and colleagues, therefore this section will continue to be elaborated upon 
throughout the results and discussion.
4.0 Results
4.1 Overview of the results 
Overall, seven superordinate themes and 16 sub-themes were identified. These have 
been organised post-analysis to illuminate understanding under the two research 
questions. The process of analysis was not intended to answer the research questions 
as such, as I remained open to what the participants raised that diverged from the 
research questions. However, in presenting the results it was considered most helpful 
to share the results with respect to the two broad research areas. In doing so this adds 
another layer of analysis, since many of the themes could be considered from the 
perspective of both what participants understood and what they experienced. By 
‘understanding’, I mean how participants made sense of the reflecting team -  what 
did they think it is? What did they think it is for? By ‘experiences’, I mean how did 
participants experience the process of the reflecting team -  what was it like for them?
Figure 1 summarises the overall superordinate themes. A more detailed table of the 
superordinate themes and sub-themes for each participant is included in Appendix T. 
A sample of one transcript with initial coding notes can also be found in Appendix 
U.
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Figure 1. An overview of the superordinate themes.
4.2 Detailed description and discussion of participants’ 
understanding of the reflecting team
Table 2 summarises the four superordinate and eight sub-themes relating to 
participants’ understanding of the reflecting team. A more detailed analysis of each 
theme, with illustrative quotes follows. To explore each theme more fully, relevant 
psychological theory and previous research will be incorporated into a combined 
discussion of the results. The results section will also present some in-built validity 
checks, since themes will be discussed in light of how they connected with 
therapists’ experiences in the focus group and respondent feedback.
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Table 2. Superordinate and sub-themes relating to participants’ understanding of the 
reflecting team
Superordinate tbemes Sub-themes
A. Getting new and old information 
back
Gaining new feedback 
Recapping what’s been said
B. Focus on talk and questions Talking more 
Being questioned
C. Therapists’ focus on strengths 
and difficulties
Therapists’ focus on strengths and 
difficulties
D. Differences in meta-cognitive 
abilities
Reflection and difficulties reflecting 
Managing multiple perspectives 
Reiterative feedback
A. Getting new and old information back 
Several of the participants seemed to view the process of the reflecting team as a 
time to gain feedback from their therapists, as well as reviewing what had already 
been said. Sally made a comment that seemed to suggest that the reflecting team was 
a way for therapists to get their views across to families.
...they have their chance to say where our family is. And recap on what we 
said as well. (Sally, p.3-4)
There was a consensus amongst most of the participants that this feedback was 
valuable in some way to them.
I  mean it was worth hearing it each time, at the end o f sort o f like the session, 
to sort o f like hear what they thought, and sort o f like get the possible feedback 
from it. (Paul, p. 14)
At the same time as viewing the reflecting team as a vehicle for therapists’ views, it 
was also described as a way of recapping on what had already been said by 
participants and their families. However, participants were divided in relation to how 
helpful they found this. Sally explained this as being a useful process.
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I  think it’s just that recapping bit that helps. (Sally, p. 14)
The word used by Sally was ‘recapping’, which made me consider whether she 
might have been using the reflecting team’s comments as an ‘aide memoir’ for the 
previous conversation. Regular recapping may be undervalued by therapists, but 
appreciated by people whose processing speed may be slower or who may have 
working memory difficulties. In contrast, Tina found the process of reflection on 
what had already been said confusing and repetitive.
Very strange. They’re just repeating what we just saying. (Tina, p. 8)
My interpretation of these comments overall was that participants were 
understanding the process to be about gaining ‘new’ feedback from the therapists, as 
well as being about the re-presentation of ‘old’ information from the family. This 
reminded me of one of the principles of the reflecting team as beginning with 
something that was heard from the family and introducing ‘a difference that makes a 
difference’ (Bateson, 1972, p.453; cited in Andersen, 1992). In Andersen’s (1995) 
words, the information may have been ‘too usual’ for Tina. Participants clearly 
differed in respect to whether they found that the balance between new and old 
information had been struck optimally.
B. Focus on talk and questions 
All of the participants viewed talk as the main vehicle for the therapy, with questions 
as being seen as important to facilitate talk.
We talk first o f all and they have like questions to ask us and stuff. (Sally, p.l)
There was an idea shared amongst participants that talking was what was expected of 
them, their family members and their therapists.
To talk about the problems. (Rebecca, p. 13)
We talked. Talked to them. (Martha, p.5)
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Talk about different things what is going in the family. (Tina, p.2)
Sally’s account seemed to reflect that she thought family therapy could help her 
family to talk more than they usually could, although this was not reflected in other 
accounts.
We never actually sat down as a family to talk about it that much so we thought 
if  we go to family therapy we might be able to talk a bit more. (Sally, p.2)
Questions posed by therapists were also given a central role in the accounts of most 
participants. They seemed to believe that talk was sometimes question-driven and it 
appeared to me that the accounts seemed somewhat passive in relation to the role of 
questions.
Interviewer: Okay, so you made a family tree, do you do anything else? 
Rebecca: Just answer questions, (p.2)
Paul’s responses seemed to suggest that there was some challenge involved with 
answering questions, as he seemed to perceive the questions as some sort of test of 
his abilities. He also gave the impression that he experienced the questions as driven 
by what the therapists wanted to explore. In other parts of his account, he presented 
questions as being helpful to explore issues.
They ask you questions, and you try and sort o f like...try and answer them. And 
do that to the best o f your ability... And answer them as honestly as you can. 
(Paul, p.2)
When I explored with Paul in the telephone feedback whether he had found some of 
the questions difficult to answer, he focused on the positive function of the questions, 
suggesting that he did not wish to identify any challenge. He said it was ‘good to 
think about the answers and reflect on the questions’, which could be seen as 
weakening my interpretation.
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The focus on talk may reflect the prominence given to language in the more recent 
influences on family therapy. Rivett and Street (2009) explain that post-modernism 
was embraced by family therapy as a philosophical and cultural view of the world, 
such that there are no universal truths. This gave rise to a social constructionist 
approach to family therapy, where ‘problems were constructed or dissolved in 
language’ (Carr, 2006, p. 131). Many family therapists also welcomed narrative 
therapy (e.g. White & Epston, 1990), with the associated emphasis on re-authoring 
personal narratives through language.
The focus on questions is an integral part of the reflecting team approach. The 
interviewing techniques of the Milan family therapists were elaborated upon by the 
post-Milan social constructivists (Rivett & Street, 2009). For example, for Karl 
Tomm (e.g. 1988; cited in Carr, 2006) a well-crafted question was an intervention in 
its own right. Fidell (1996) has argued for a need to simplify questions for people 
with LD and introduce them in the context of role-play, drawing and models.
In the participants’ accounts, there was a strong focus on talk and questions as being 
the main substance of therapy. However, it should also be acknowledged that some 
participants commented upon having made ‘family trees’ with their therapists, which 
could be considered as a negative case of the theme. Angela went on to mention this 
in the focus group.
.../ was thinking about how we could maybe have a conversation at the 
beginning about other ways other than talking that we can integrate into the 
therapy, because sometimes we use genograms, for example. (Angela, p.l)
C. Therapists’ focus on strengths and difficulties
All participants shared a view that ‘problems’ or ‘issues’ in themselves or in 
relationships within the family had brought them to family therapy. However, 
something that several of the participants appeared to value about their therapy was 
the therapists’ focus on family strengths. In Rebecca’s account, she recalled the 
reflecting team having talked about the ‘strong’ women in her family.
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Interviewer: What were they talking about?
Rebecca: About the women in the family strong, (p.5)
Interviewer: Did you like anything that they said?
Sally: The family that we get on right, and that we ’re a very close family. And 
we get along with each other... ’Cause sometimes we didn’t know we were like 
being a close family and it’s nice when people say it to us. (p. 8)
And that you talk about those issues, and they ask you some questions, and you 
talk about things. But you also talk about the good times as well. (Paul, p.3)
Paul seemed to have drawn the contrast between talking about the ‘issues’ on one 
hand, and on the other, talking about the ‘good times’. Similar contrasts were evident 
in two other accounts. In his telephone feedbaek on his results, Paul agreed that it 
had been ‘good to try and remember the good times’.
Since Andersen (1992) suggested that reflections of the team should be positively 
framed, it may not be surprising that participants understood the therapists to be 
focusing on strengths. Furthermore, later approaches, such as solution focused 
therapy (e.g. deShazer et a l, 1986; cited in Carr, 2006) and narrative therapy (e.g. 
White & Epston, 1990), may have influenced therapists to focus on ‘exceptions’ to 
the problem (i.e. times when the problem was expected to occur, but it did not) or 
‘unique outcomes’ (i.e. exceptions to the normal pattern of the problem). This theme 
also connects to the theme of ‘a positive focus’ in the research by Rikberg-Smyly et 
al. (2008), as described by care staff, professionals and family members after a 
systemic consultation using the reflecting team.
Certainly this theme resonated with my own experiences of delivering therapy, 
where keeping in mind what is working is just as important to me as focusing on 
client difficulties. This seems particularly significant when working with people with 
LD, whose experience may be often based on others’ focus on their Jwability, i.e. 
lack of ability. Angela’s response in the focus group suggested she also felt validated
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by participants’ having noticed the therapists’ focus on strengths, as well as 
difficulties.
I  was really pleased, actually, that you said that consistently across most o f the 
participants they...they identified that we held in mind strengths as well, 
because that’s something that I  think is really important. (Angela, p.5)
D. Differences in meta-cognitive abilities 
A major theme identified was about the differences participants showed in their 
ability to use the process to reflect, to appreciate multiple perspectives and to view 
the reflecting team as a reiterative process. I suggest these differences could relate to 
meta-cognitive abilities (i.e. thinking about thoughts).
What was apparent from the conversations I had with participants was that these 
meta-cognitive abilities ranged from the severely restricted to the quite sophisticated. 
Sally was one participant who seemed to be able to use the reflecting team to reflect 
upon what had been said and re-evaluate her position in relation to it. Main (1991) 
has termed this ‘meta-cognitive monitoring’ or the ability to re-evaluate your own 
thoughts.
It was nice to listen back to the things that we had said, but sometimes the 
things that we had said - that other people had said - you think oh yeah, that 
might be right... (Sally, p.5)
In contrast, Martha’s view of her therapists and the process of the reflecting team 
seemed to revolve around herself in an egocentric way. Piagetian ‘egocentrism’ has 
been defined as a 'lack o f differentiation between the self and the physical or social 
environment’ (Butterworth, 1980, p. 18), such that no shifting of perspectives is 
possible.
Interviewer: And what does (Therapist I) do when you come and see her? 
Martha: I  don’t know about (Therapist 1). (Therapist l ) ’s going to sit by me. 
(p2)
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Martha appears to have responded to the question from the interviewer as though it 
referred to the physical actions of the therapist in relation to herself only, which is an 
example of her more concrete thinking. Similarly, Tina did not appear to find that the 
process helped her to reflect, again referring to her own internal world.
Interviewer: Were you thinking about anything while they were talking?
Tina: I  think I  think about when I  get home, (p.9)
Several of the participants expressed a belief that family therapy was a process of 
eliciting and managing multiple views from different members of the family. For me 
this connected to one of family therapy’s central goals of ‘capturing everyone’s 
perspective’, which is viewed as ‘the foundation of the change process itself (Rivett 
& Street, 2009, pp.73-74).
They go through each o f us - what we said, what they think and what to do. 
(Tina, p.6)
Family therapy is where sort o f like...they sort o f like discuss and try and...ask 
you questions saying like, how would you want to, sort o f like repair if  you’ve 
had bad arguments, and you want, in a certain way-how the other members 
feel. (Paul, p.3)
Sally viewed having multiple views as one of the challenges of coming to therapy.
Interviewer: Was there anything about coming to family therapy that was more 
difficult?
Sally: Probably...coming along, and just talking about the views that we have, 
cause we all have different views, (p. 10)
Other participants did not mention this as being challenging, but the context of the 
interview may have had an impact in this respect. Sally was interviewed alone, while 
three of the other participants had family members present during their interviews. I 
speculated that this might have affected their willingness to discuss holding
191
Research Dossier: Major Research Project
potentially different views to their family members. After being initially interviewed 
at home, Paul told me later in his telephone feedback that family therapy ‘brought 
some things out in the open...difficult things...the way we brought out the 
arguments’.
Sells et al. (1994) suggested that both couples and therapists valued multiple 
perspectives. While research by Stiickland-Clark et al. (2000) into the views of 
children on family therapy, identified a theme of ‘concern about reactions from other 
family members’, although this was not discussed in the context of multiple 
viewpoints.
Not only was there an understanding of the multiple views that could be expressed in 
family therapy, but Sally’s, Paul’s and Tina’s accounts all represented the reflecting 
team as a process of reiterative feedback. Therefore, they had the cognitive skills to 
step outside of the system, notice that different members of the system held different 
views and crucially, that members of the system could give feedback to other 
members of the system about those views.
I t’s good that they listen to us cause if  there’s any problems or anything they 
have, they can go away and talk about it, and then we know they’ve listened to 
us when they tell us back what they’ve said, what we’ve said. (Sally, p. 14)
Paul and Tina even talked about offering their views on the views of the therapists, 
which I connected to ideas of meta-communication or ‘talk about talk’ (Watzlawick 
et a l, 1967; cited in Dallos, 2006).
I  was just sort o f like...just listening and thinking and...what sort o f like... if  I  
had any comments...and whether I  agreed on...what (Therapist 2) had said to 
(Therapist I) in the feedback. (Paul, p. 12)
...and then (Therapist I) normally asks what we all think, think about what 
they’ve just said. (Tina, p.7)
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My analysis was probably influenced by the opinion of Fidell (1996) who has argued 
that people with LD may struggle with some aspects of the reflecting team, owing to 
a lack of cognitive ability. In particular, she argued that they may lack the formal 
operational level of cognitive development (as in Piaget’s 1936-63 theory; cited in 
Fidell, 1996), required ‘to step outside a given relationship system and see it in 
operation’ (Fidell, 1996, p. 12). Piaget theorised that pre-operational thought was 
characterised by the inability to ‘decentre’ the child’s thoughts from him or herself, 
which is gradually replaced by an ability to consider multiple perspectives. By the 
time the child has reached the formal operational stage of thinking, aged 
approximately 12 years onwards, they are thought to be capable of meta-cognitive 
processes (Butterworth, 1980). Main (1991) has also drawn the distinction between 
‘mental representation of an experience vs. being able to reflect on its validity, nature 
and source’ (p. 128), which she argued develops between the ages of three and six 
years in typically developing children.
While no measure of intellectual ability was used and qualitative research cannot 
draw causal links, it is nonetheless important to consider how the context of severity 
of learning disability might have affected participants’ meta-cognitive understanding 
of the reflecting team. While verbal and cognitive ability have been considered in 
relation to readiness to engage in CBT, this has focused on the ability to connect 
events to beliefs and feelings (Willner, 2006). Overall, the research seems to suggest 
that people with LD are better able to connect an event with an emotion than with a 
mediating belief (Willner, 2006). No research evidence could be found regarding 
people with LD and their ability to reflect on multiple people’s beliefs. Judging by 
participants’ responses, it is likely that developing this ability is not an ‘all or 
nothing’ process. The idea of differences between individuals also seemed to capture 
the imagination of the focus group.
So differences in meta-cognitive abilities, and...I don’t know that we think 
enough about the individual needs o f each o f the clients, so maybe that’s 
something that we need to focus on a little bit more. (Angela, p.7)
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4.3 Detailed description and discussion of participants’ experiences of 
the reflecting team
Table 3 summarises the three superordinate and eight sub-themes relating to 
participants’ experiences of the reflecting team. The same format of presentation will 
be used as was used with the section discussing participants’ understanding.
Table 3. Superordinate and sub-themes relating to participants’ experiences of the 
reflecting team
Superordinate themes Sub-themes
A. Positions of power: Finding a 
voice in therapy
Not speaking up 
Speaking up 
Being spoken up for
B. Frustration with outcome of 
therapy
Talk vs. action 
Continuing need for help
C. Managing an unusual experience The reflecting team as strange 
Not knowing what is happening 
The reflecting team becoming natural
A. Positions of power: Finding a voice in therapy
In my interpretation of participants’ accounts, I drew a contrast between the sense of 
powerlessness that they seemed to experience in relation to finding an effective way 
of communicating with their therapists and, on the other hand, some empowered 
experiences of finding a voice in therapy. This connected to their experiences of 
different positions of power in relation to the therapists and their family.
All of the participants interviewed expressed some sense of communication 
difficulties, including not understanding Tong words’ used by their therapist and the 
therapist not using Makaton. Some participants made suggestions for improving their 
therapy that seemed consistent with wanting to increase the potential for different 
communication strategies, such as writing things down, drawing and using more 
explanation and ‘easier words’. Using ‘easier words’ is consistent with Andersen’s 
(1995) original aim for therapists to use ‘everyday language’. For therapists working
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with people with LD this may mean employing a simplified vocabulary and using 
some of the client’s language (Cardone & Hilton, 2006).
Interviewer: ...And is there anything that (Therapist 1) could do to make it a 
better time for you... ?
Tina: They explain a bit more. (p. 18)
In the following exchange, Martha tells me how helpful she finds Makaton and that 
this communication system gives her a sense of being able to communicate well, 
perhaps in contrast to the difficulties she seemed to experience during the interview 
in expressing herself verbally (see 5.3 Ethical dilemmas). The fact that she says her 
therapist does ‘not really’ use Makaton made me wonder what experiences she might 
have had of communication difficulties between herself and her therapist.
Martha: And...akaton, akaton, that’s why...akaton...sometimes, sometimes it 
do help, akaton. I  can do that well.
Interviewer; I  don’t know what akaton is...
Mother: Makaton.
Interviewer: Makaton. Makaton helps?
Martha: Yeah.
Interviewer: And does (Therapist 1) use Makaton?
Martha: Not really, (p. 17)
A similar sense of feeling inept at talking came through to me in Rebecca’s account. 
This seemed a powerless position to occupy in therapy, particularly if we consider 
Foucault’s (1980) assertion that power and knowledge are inseparable.
She [Rebecca’s mother] talks about bits o f the family and that because she 
knows more than what I  do. (Rebecca, p.3)
The sense of powerlessness really came to the fore in descriptions of being unable to 
speak up about such difficulties within the therapy. This has echoes of the theme of 
‘difficulties in saying what you think and feel’ in Strickland-Clark et al.’s (2000)
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research with children in family therapy. In contrast, research by Rikberg-Smyly et 
al. (2008) found that care staff, professionals and non-learning disabled family 
members identified ‘everyone expressing a view’ as helpful in family therapy.
Tina: Yeah, I  think I ’d say I  don’t understand.
Interviewer: Have you ever said that to her?
Tina: I  don’t think so. (p.9)
In contrast to the above descriptions, Sally was the only participant who talked about 
overcoming some of the communication barriers she experienced by speaking up in 
therapy. In her account, she places herself as the active agent of change in this 
process.
The first time when I  went there I  didn ’t understand what they were saying, 
they used long words...so I  told (Therapist I) and she’s sorted it, they seem to 
use easier words... (Sally, p.6)
Sally’s belief that having a family member with you in therapy makes it easier to find 
her voice was reinforced by Paul in his telephone feedback.
Sometimes I  find it hard to speak up, but because my family were there, it was 
easier to say. (Sally, p.7)
Sometimes it’s like ‘what shall I  say?’ my mind has gone blank, but eventually 
if  you’re with someone they start talking and you get more confident. (Paul, 
telephone feedback)
Having participants’ views represented by therapists in the reflecting team was 
identified as another strand to the sense of empowerment. In other words, some 
participants sometimes found a way to speak up for themselves, while at other times, 
they seemed to appreciate it when they experienced their therapists as advocating for 
their empowerment within the family context. For Rebecca and Sally, they picked up 
on comments made by the reflecting team that related to being treated by family
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members as independent adults. This connects with a discourse in the systemic 
literature about the role of protection in families where one member has a learning 
disability. As Goldberg et a l  (1995) suggest, ‘at the time of referral, protection is 
usually either failing or has become counter-productive’ (p.271).
Interviewer: And was there anything good about what they said?
Rebecca: ...there was one thing about getting my dad to treat me as an adult 
and let me make my own decisions because I ’m old enough now... Felt right, it 
was. (p.9)
Interviewer: What did they [the reflecting team] say?
Sally: It was about me moving out and getting afla t and, you know, I  want to 
be independent, not do what the family say all the time and do my own thing.
(p.4)
My interpretation of some participants finding it difficult to find their voice in 
therapy was reinforced by comments made by the focus group, which seemed to 
suggest that they had noticed some of their clients being less able to contribute 
verbally to the therapy than their family members.
Certainly there are cases where actually the person with the learning disability 
does seem to have the least amount o f input as it were, so that definitely 
resonated. (Bryony, p.l)
This was directly linked to the sub-theme of ‘being spoken up for’ by Bryony, as she 
explains how representing the individual with learning disability’s point of view in 
the reflecting team is a counter-balance to their voice sometimes being lost during 
the exchanges between the main therapist and the family.
I  think I  do try and pick up what the person with the learning disability has to 
say and their point o f view, because perhaps it feels like it sometimes gets lost 
a little bit in sort o f the main body therapy... And whether that’s a good thing
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or not, really, because we shouldn’t be prioritising anybody’s position.
(Bryony, p.l)
This view of needing to compensate for the difficulties experienced by people with 
LD in finding a voice in family therapy is consistent with that put forward by 
Cardone and Hilton (2006): ‘We have noticed that we give the person with 
intellectual disabilities more opportunities and time to voice his or her view in 
relations to the others present, resulting in a slower pace of therapy.’ (p.86.) 
Similarly, Baum and Walden (2006) describe how they focus more on the 
perspectives of individuals with LD in their reflecting team, perhaps challenging the 
notion of traditional family therapist’s neutrality. Selvini et al. (1980) explain 
neutrality as: ‘We try to observe and neutralise as early as possible any attempt 
towards coalition, seduction, or privileged relationships with the therapist made by 
any member or subgroup of the family.’ (p.7.)
It seems likely that working with people with LD in family systems can challenge a 
therapist’s sense of neutrality. Perhaps the concept of ‘unbalancing’ the family 
structure by supporting one member of the family member more than others, as 
proposed by structural family therapists (e.g. Minuchin, 1981), may have particular 
applicability for people with LD and their families. There is perhaps a risk that 
‘unbalancing’ can become advocacy of the person with LD, thus risking the 
engagement of other family members, if therapists are not alert to this dilemma.
The contrast between the idea that the reflecting team fosters ‘great equality’ 
between (non-learning disabled) client and therapist (Janowsky et al., 1995), 
compared with the view that it would be disempowering for people with LD (Fidell, 
2000) is interesting in the light of these results. They suggest that for the people 
interviewed the experience of power was much more complex. FidelTs (2000, p.317) 
working definition of power as ‘the notion that the person who is powerful is the one 
whose definition of reality prevails’ is useful in this context. Where participants had 
struggled to put forward their version of reality verbally, having a therapist in the 
reflecting team to represent their reality was one way of gaining back power. This 
may be especially pertinent for people who may have been repeatedly disempowered
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throughout their lives. However, it should not be used a substitute for supporting the 
person to find power through their own voice.
B. Frustration with outcome of therapy 
A prevalent issue for participants was the perceived need for more action in therapy, 
in contrast to the ‘focus on talking and questions’. An issue that I connected with this 
sub-theme of ‘talk vs. action’ was the ‘continuing need for help’ identified in 
participants’ accounts. These were linked by a sense of frustration with the outcome 
of therapy -  this frustration was noted in participants’ verbal accounts as well as the 
emotional climate within the interview. While some participants acknowledged some 
progress made in therapy, they also seemed to think the change was not enough. This 
seemed to apply equally to participants new to therapy and those in more long-term 
therapy.
...but some o f the things we haven’t really done, we’ve just talked about -  they 
haven’t really been improved. (Sally, p. 15)
In the following extract, Tina shared some of her expectations for therapy, which she 
seemed to think were not being achieved by talking. She later made the suggestion of 
therapists giving families ‘ideas to do at home’, again, drawing the distinction 
between talk and action.
The big thing about family therapy, is- I  feel I  go in there hoping for...how I  
put it? A big change...By talking...we talk, and talk, and talk, and they don’t-in 
my eyes-I think they don’t do anything. (Tina, p. 12)
Tina: Try to make they do something to help people.
Interviewer: ...And what do you think would be the best thing for them to do 
that would help people the most?
Tina: Think o f ideas to do at home. (p. 15)
The idea of doing more inside and outside of therapy was also expressed by other 
participants.
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...it's ok just to sit down and talk about it. Yeah, I  think everything’s ok, maybe 
we should do lots o f writing, get paper and write down about our family and 
then we can look back on it... Or we could have it filmed or something, maybe 
we could take it home and really look at it. (Sally, p. 13)
The suggestion by Tina and Sally to have things to do at home reminded me of the 
‘homework’ tasks sometimes set by therapists. Although homework tasks have been 
given more attention by CBT therapists, they have not been absent from family 
therapy literature (e.g. Rivett & Street, 2009). However, it is not known how much 
they form a core part of the practice of family therapists.
The way the participants talked about needing action from their therapists also 
suggested to me that they were looking for a more directive stance from their 
therapists. Earlier models of family therapy, such as strategic and structural family 
therapies, could be characterised as advocating for a more directive stance for 
therapists than later approaches, where collaboration and co-creation of meaning 
were emphasised (Carr, 2006). Participants’ desire for direction could also be linked 
to the more passive role in therapy that participants described for themselves. 
Perhaps the participants were more used to occupying a dependent and powerless 
position in relation to others and found an exploratory stance from their therapists 
more challenging. However, it is interesting to note that research by Hoger et al. 
(1994) suggested that clients who wanted active structuring of sessions and advice 
were more likely to ‘drop-out’ of therapy using the reflecting team, perhaps 
indicating that this finding is not unique to people with LD.
The sub-theme of ‘continuing need for help’ came from comments that participants 
made about their experiences of a lack of progress, which contrasted with other 
comments about things that had changed for them. They often did not seem to want 
the therapy to end and identified further issues to work on in therapy. The systemic 
concept of ‘both/and’, rather than ‘either/or’ may be helpful to understand 
participants’ experiences here (Andersen, 1987). Their apparent contradiction may be 
less of a contradiction than it first appears -  it is possible to perceive change and lack 
of change at the same time.
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It helped with the sort o f like...with the relationship and that. I  mean...at 
certain times, I  became a lot calmer. (Paul, p. 16)
I  did sort o f like, um...discuss with (Therapist 1) that I  got a sort o f like an 
angry temper. Which...I’ve always wanted to sort o f like get help with that. 
And it’s sort o f like...it can it can get really bad. (Paul, p. 16)
Overall as a family, things haven’t changed that much. (Sally, p. 16)
I t’s helped me... I  would like to do it again, just one more time, just so I  can 
say what changes have been happening at home. (Sally, p. 19)
These comments should also be viewed in the context of some participants being 
relatively new to family therapy, whilst others had been going to therapy for some 
time. In fact, Paul was at the end of his therapy. Receiving therapy in the context of a 
life-long disability is also relevant here. While participants were not receiving 
therapy for  their learning disability, they may have perceived there to be an ongoing 
need for support (e.g. to become more independent from their family). Ending 
therapy may be more difficult when issues are not fully resolved, as family 
adaptation to living with a member with LD is ongoing. Fidell (2000) has queried 
whether a more ‘open-ended’ family therapy service may be more appropriate for 
people with LD and their families, although this may be a challenge for services to 
deliver.
The participants’ accounts highlighted a need to consider expectations and hope (or 
lack of hope) for change on an on-going basis, as commented upon in the focus 
group. The focus group also debated what people’s definitions of change might be 
and questioned whether participants’ were expecting behavioural or emotional 
change, rather than changes at the level of belief systems or communication.
I  mean, how are you defining change? Because change in understanding is a 
change, change in thinking is a change. You don’t actually have to do anything 
different for change to occur. (Caroline, p.3)
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Defining outcome in family therapy appears to have relevance across the board, as 
Rikberg-Smyly et a l (2008) identified a similar theme. They suggested that care 
staff, professionals and family members were mixed in terms of finding the outcome 
useful and being uncertain about what outcome was achieved.
There was also a resonance in the focus group of the ‘action vs. talk’ sub-theme with 
the experiences of the therapists and recognition that this theme might apply outside 
of a learning disability family service.
I  was quite interested in the action versus talk, because it’s something-it’s 
feedback that I ’ve heard in other contexts-that actually families come to see 
people like ourselves in crisis, and we want to know how they feel about that 
rather than you know, what are we going to do about this crisis. (Caroline, p.2)
C. Managing an unusual experience 
There was a feeling in participants’ accounts that the experience of the reflecting 
team was an unusual and strange one. As Sally explains, it was a new and unfamiliar 
experience, but one that became more natural over time. Paul’s telephone feedback 
supports Sally’s idea of it being stranger at the beginning of therapy. For Tina, 
however, there was a sense that the experience remained strange.
I  thought it was quite strange, cause I ’ve never seen anyone do that before in a 
meeting. (Sally, p. 10)
Like they talk to one another, they don’t look at us...a bit strange. (Tina, p.2)
...a bit weird when people are talking about you, but they don’t talk to you. 
(Tina, p.2)
To start with it was really strange, sitting in a room with a load o f people 
there. (Paul, telephone feedback)
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I linked the sub-theme of ‘the reflecting team as strange’ with a sub-theme of ‘not 
knowing what is happening’, as both seemed to reflect a sense of bewilderment with 
the process. From Tina’s account, there was an acknowledgement of her feelings of 
confusion, although there was some reluctance in her expression of this.
Interviewer: ...And did you understand what they were talking about?
Tina: I  don’t know why they do that, to be honest, (p. 8)
Interviewer: ...Can you tell me about your feelings when they’re doing that?
Tina: ^slight pause* Confused, (p. 10)
Rebecca’s responses suggested to me that her experience was one of feeling lost in 
the process, struggling to remember what it was that was happening. Having 
‘completely forgotten’ an explanation about what the reflecting team was for, despite 
being only a few sessions into her therapy, she asks whether the therapists could 
‘keep explaining it’, suggesting that it matters to her that she cannot recall the 
explanation. When seeking validation of Paul’s results, he added to his original 
comments a request for more explanation of the process, which he felt could increase 
his sense of confidence.
Interviewer: Did they explain to you why they were doing that?
Rebecca: Yeah they did, but I ’ve completely forgotten, (p.4)
To try to keep explaining it, because normally I  forget. (Rebecca, p. 19)
You might be thinking ‘what am I  here for?’. They could explain what they’re
therefor, so you’ll get your confidence. (Paul, telephone feedback)
In contrast, Sally recalled having been ‘prepared’ for the reflecting team and this 
seemed to have helped her adjust to the unusual experience. This idea of being 
‘prepared’ for the reflecting team reminded me of Burnham’s (2005) concept of 
‘warming the context’ for therapy, so that the therapist helps create a feeling of 
readiness in the individual/s to take part in the conversation. Furthermore, Sally was
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relatively new to the therapy, suggesting that it had taken only a few sessions for her 
to feel that the process was a ‘natural’ one.
They said, um, they said (Therapist 2) and this other lady was going to talk 
about us halfway through the meeting, so we were prepared for them. (Sally, 
p .ll)
...then it came naturally, it was just like a natural thing and we came to the 
meeting expecting it. (Sally, p .l l)
This analysis of the results is consistent with themes presented by Rikberg Smyly et 
al. (2008), including ‘not confusing vs. feeling unprepared’ and ‘useful and helpful 
vs. unfamiliar structure/odd and uncomfortable’, reflecting some differences of views 
expressed by direct care staff, professionals and family members. Similarly, a case 
discussion by Halliday and Robbins (2006) highhghted that their clients had found 
the reflecting team initially strange. Although clearly designed to offer a different 
way to have conversations, there seems to be a danger that some clients experience 
this difference as too far removed from their realm of comfort.
A comment from Angela in the focus group suggested that she had experienced a 
tension between offering an explanation and letting people discover and define the 
process for themselves.
We’ve really wrestled with in terms o f not wanting to impose a ‘this is what it 
should be like’, but also what we’re still wanting to talk about is there is a 
reason behind why we do this, and it might feel quite strange but the idea is 
that they listen and they might have different perspectives, or new ideas, or 
other ways. (Angela, p.4)
5.0 Discussion
The results section included a discussion of each theme individually; therefore the 
aims of this chapter are to:
• discuss connections between superordinate themes;
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• critique the research and reflect upon the research process;
• discuss ethical issues arising; and
• highlight implications for clinical practice, service development and future 
research.
The aim of the research was to explore how adults with LD understood and 
experienced the reflecting team, as part of their systemic family therapy. Analysis of 
the data identified four superordinate themes that captured how they understood the 
intervention, namely ‘getting new and old information back’, ‘focus on talk and 
questions’, ‘therapists’ focus on strengths and difficulties’ and ‘differences in meta­
cognition’. Analysis also identified three superordinate themes that related to their 
experiences of the intervention, namely ‘positions of power: finding a voice in 
therapy’, ‘frustration with outcome of therapy’ and ‘managing an unusual 
experience’.
5.1 Connections between themes 
Both the themes of ‘getting new and old information back’ and ‘managing an 
unusual experience’ brought Andersen’s (1992) idea of creating ‘not too usual 
differences’, which he reasoned applied to ‘...what we talk with families about and 
how we talk to them and what the context of the talking is’ (p.59). This concept of 
‘not too unusual differences’ seemed important to participants’ experiences of what 
was spoken about by the therapists in the reflecting team -  whether the information 
was perceived as useful feedback, a helpful ‘re-cap’ of what had been said or a 
confusing repetition of people’s own words -  and to how it was spoken about -  in an 
unusual and strange format.
I also linked a sense of communication difflculties in the theme ‘positions of power: 
finding a voice in therapy’ to the earlier theme of ‘focus on talk and questions’, 
whereby I saw a group of participants sometimes struggling to cope with the verbal 
demands of the reflecting team format. Although adaptations to the technique have 
been suggested by various authors (e.g. Cardone & Hilton, 2006), the accounts of 
these participants spoke to a sense of them adapting to a verbal therapy, rather than 
the therapy being adapted to them.
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That’s something to think about for learning disabilities, where you need to 
place that emphasis o f thinking, talking and doing. (Caroline, p.2)
The above quote from the focus group of professionals brings together many themes 
in a simple, yet elegant way. The results suggested that participants had perceived the 
emphasis to be on talking and questioning in their therapy, with the suggestion that 
more action-filled, directive therapy might suit them (e.g. drawing, writing, videoing, 
etc.). Finally, the results highlighted individual differences in meta-cognitive 
abilities, such that how participants made sense of the activities of the reflecting team 
seemed to depend upon their cognitive milestones with regard to perspective taking.
All of the themes related well to the theoretical background. It was interesting to note 
that similar themes to the themes around ‘therapists’ focus on strengths and 
difficulties’, ‘frustration with outcome’ and ‘managing an unusual experience’ were 
found in previous research. The themes of ‘getting new and old information back’ 
and ‘focus on talk and questions’ had no corresponding themes in previous research. 
This may be partly because the current research asked what people understood the 
intervention to be about, whereas previous research has tended to make assumptions 
about how the intervention is understood and has focused solely on experiences. The 
theme of ‘positions of power: finding a voice in therapy’ contrasted with previous 
research, suggesting that participants may have had particular challenges with 
making their verbal contributions in therapy. Finally, the theme of ‘differences in 
meta-cognition’ related to some previous research around multiple views being 
expressed and some concerns about this, but extended this research to consider the 
cognitive processes involved in understanding the intervention.
5.2 Critique and reflections 
A significant presupposition of mine that emerged through the process of 
undertaking the research was that the participants belong to a distinct group, perhaps 
with an associated expectation that the way they would experience the reflecting 
team in family therapy would be different in some way to someone without LD. 
Through the process of undertaking IPA I could add to this understanding all the 
meanings generated in the results, which could be taken as ‘evidence’ of the way that
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people with LD as a group experience the intervention. Since I chose to interview 
only people with LD, I could only add to my understanding in a way that treated my 
participants as a separate group in society. It is possible that some of the experiences 
of people so classified may be more similar than different to those of people without 
disabilities. For example, cognitive impairment may be one of many reasons why 
people might find it difficult to process complex verbal information in therapy (e.g. 
emotional arousal, memory impairments, etc).
Another issue with the way in which the research has been defined is the focus on the 
reflecting team as a specific event in therapy. This was an assumption that I brought 
to the research and which did not hold true for many of the participants’ accounts. 
Participants mostly talked in the general about their family therapy, with some 
exceptions where they appeared to be quite precise about the reflecting team. This 
may be due in part to participants not having a name for the reflecting team, which 
might then give them the words to describe it as an event. It may also be that 
participants sometimes struggled to remember events, despite the use of video­
assisted recall, as time intervals between the actual therapy session and the research 
interview varied due to logistics. It would therefore be more accurate to say that this 
research reflects experiences of family therapy using the reflecting team format, 
rather than of the reflecting team per se. This is particularly true as the interview 
schedule started with general reflections upon therapy and then led into a more 
detailed discussion based on the video extract.
This research attempted to include validation strategies, both from the respondents 
and from the professionals delivering the systemic therapy. However, only one 
participant volunteered to provide feedback and so this was limited in scope. 
Attempts were made to show how Paul’s feedback strengthened some themes and 
weakened others. What was particularly interesting about the feedback Paul gave 
was that having only heard about the themes identified from his transcript, his 
comments then connected to issues discussed by other participants so that, in effect, 
he was offering some validation of others’ results too. In the light of only having one 
respondent to feedback, it might have been fruitful to offer the results to a group of 
different adults with learning disabilities who had had some family therapy for
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vahdation. It was not possible to achieve this within the time frame of the research 
and therefore, the limitations of a smaller sample size of participants and restricted 
respondent validation remain.
Having presented theory and research together with the results, there is a risk that 
interpretation appears to be based on formal theory, rather than coming from the 
transcript itself. This is particularly the case for the theme of ‘differences in meta- 
cognitive abilities’, where the title of the theme refers to the existent literature. 
Clearly this was the theme where I had the strongest role in interpreting what 
participants’ understanding might mean in terms of psychological theory, taking the 
results away from the merely descriptive. However, the meanings for the participants 
were present at the sub-theme level, e.g. using the process for reflection. There is 
also the potential for the reader to be diverted too quickly from the lived experiences 
of the participants, which risks losing some of the idiographic nature of the analysis. 
These risks have been balanced by the rich discussion of each theme and protected 
against by a self-reflexivity towards the role of theory in the cycle of hermeneutics. 
The links to theory are ways to demonstrate ‘sensitivity to context’ as one criterion 
of valid qualitative analysis (Yardley, 2000).
There was also a dilemma in whether to present the results as ‘experiences’ or 
‘understanding’, or to subsume the two categories under one research question. 
Larkin & Thompson (2011, p.l03) state that ‘IPA requires open research questions, 
focused on experiences and/or understandings...’ Keeping the distinction between 
‘understanding’ and ‘experiences’ allows practitioners to keep in mind how an 
individual’s conceptualisation of a therapy impacts on their subjective experience of 
it. For example, an individual may understand the therapy to be a talking therapy 
where their main task is to answer questions posed by therapists and this impacts on 
their experiences of being able to contribute verbally, what they feel is gained 
through talking and what the format of talking feels like to them. The decision was 
therefore made to keep two research questions, as this seemed to offer further 
insights into the data.
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Just as theory and research questions can influence the cycle of hermeneutics, so 
earlier interviews and analyses impact on subsequent analysis of later interviews. It 
was particularly evident in my reflective diary that the first interview with Sally was 
a powerful organising force in the rest of my analysis, so noting this I was able to 
make a conscious effort to allow other participants’ voices to still be heard in their 
own right. Although Smith et al. (2009) recognise the influence of what has already 
been found on later analysis, they see it as something to be ‘bracketed’ off while 
working on subsequent transcripts. In contrast, grounded theory (e.g. Charmaz, 2006) 
gives a central role to the process of the researcher’s evolving understanding as they 
interact with the participants. While staying true to IPA in my approach to the 
research, my experience was that this aspect of analysis is not given sufficient 
attention by IPA proponents.
Having used some theories from child development in my discussion of the 
superordinate theme of ‘differences in meta-cognition’, it is important to critique the 
direct transferability of theories regarding typically developing children to people 
with LD. Kamhi and Masterson (1989) refer to this as the ‘difference-delay 
controversy’, i.e. do the cognitive abilities of people with LD represent a qualitative 
difference to those of younger children or a delay of typically developing abilities? 
Delay position proponents would argue that people with LD experience the same 
Piagetian stages as other children, only at a slower rate and with a different upper 
limit of development. The evidence in this area is mixed and inconclusive and so the 
debate continues (e.g. Bennett-Gates & Zigler, 1998). Furthermore, my analysis 
assumes that participants’ linguistic accounts reflect their social understanding, 
whereas the relationship between language and social understanding is far from 
simple and direct (Carpendale & Lewis, 2006).
5.3 Ethical dilemmas
5.3.1 Involving people with learning disabilities in research 
Before undertaking the interviews and analysis, there were some concerns about the 
quality of data that might be produced by the participants. These concerns have been 
shown to be largely unfounded. IPA ‘must assume that language provides 
participants with the necessary tools to capture that experience’ (Willig, 2008, p.66)
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and there were times when some participants appeared to struggle to express 
themselves verbally in the interview. It was for this reason that observations of non­
verbal communication and other contextual factors were even more crucial to the 
analysis. However, it was difficult to recall the timings of non-verbal signals after the 
interviews and this analysis would have undoubtedly been improved by video 
recording the interviews. Additionally, follow-up interviews with the same 
participants might have allowed richer information to be gathered. Despite these 
challenges, the majority of participants were able to put their experiences into words 
most of the time.
Rebecca and Martha appeared to have more limited verbal expressive skills than 
Sally, Paul and Tina. Although it might have been possible to screen participants for 
a minimum level of expressive and receptive language, it was considered to be 
unethical to exclude people from the research on this basis. Lloyd et al. (2006) have 
pointed out that: ‘It would seem particularly important to attempt to elicit the 
experiences and perspectives of individuals with expressive language difficulties, 
given the strong possibility that they might have problems making their voices heard 
in everyday life.’ (p. 1388)
Booth and Booth (1996) acknowledge that open-ended questions can be challenging 
for people with LD and suggest that while they should be encouraged to tell their 
own stories, this ‘usually requires the researcher to adopt a more direct style of 
interviewing’ (p. 56). Some of the challenges encountered in the current research 
included acquiescence of the participants, repetitive use of I don’t know’ and a pull 
towards a questioning style that was direct and at times, forced-choice. Whenever 
acquiescence to leading questions was suspected, a series of questions were used to 
check that participants would be willing to reject other options that contradicted their 
answers. Nonetheless, having a more structured interview than is usually the case 
with IPA impacted on how free participants were to tell their own accounts and the 
less open the questions, the more assumptions they contain about the nature of 
experiences.
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Whilst at times attempts were made to explore communication difficulties during the 
interview, at other times it felt appropriate not to ‘push’ participants for answers that 
might have been difficult to give. This led, particularly in earlier interviews, to less 
prompting than might otherwise have been used had participants appeared more 
confident. This was reflected upon in supervision and more gentle exploration was 
used in later interviews.
It was difficult to elicit any feedback that participants had experienced any 
difficulties communicating during the interviews. In contrast to the experiences of 
the interviewer, most participants reported that the questions were well understood, 
for example:
Interviewer: ...were there any o f my questions that you didn’t understand,
anything you’d like me to ask again?
Rebecca: No, I  understanded all o f them.
In contrast, Martha seemed to suggest that the questions had been difficult to answer, 
although she appeared reluctant to admit this. Later, she suggested that talking to a 
‘new person’ was more difficult for her. This clearly highlights that if external 
researchers are used, then time needs to be taken to get to know the communication 
style of the participants before commencing interviews.
5.3.2 Involving communication partners in research 
Three participants requested the presence of their mothers in the interviews. It was 
initially stressed to the mothers that they should try to adopt an observational role 
only, due to assumptions that having their input would ‘contaminate’ the data 
through adding their own subjective experience. Of course, even if mothers had not 
given verbal input during the interviews, their very presence will have affected what 
views were expressed. For example, Sally and Rebecca in their interviews alone 
talked about whom from the family had attended the sessions as being important to 
them. Paul, Tina and Martha did not talk about this, which may or may not have 
related to the context of having their mothers present during the interviews.
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Inevitably, some mothers did input verbally into the interviews, but their input was 
seen as facilitating to the research overall. It is argued that Tina and Martha’s 
mothers functioned as ‘conununication partners’ (Paul’s mother did not speak during 
the interview). This has ecological validity, as parents of people with expressive 
language difficulties may often be required to act in this role, not least during the 
process of family therapy. Having analysed the transcripts to identify the input 
offered by mothers, there were three key elements to their roles as communication 
partners: interpreter, informant and co-interviewer (see Table 4).
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Table 4. The roles and functions of mothers in the interviews
Role Function Examples
Interpreter Clarifying
meanings,
adding
contextual
information.
Martha: Not from here, at HRV. 
Interviewer: HRV, I don’t know that. 
Mother: That’s the building next door.
Interviewer: ...Do they do anything else? 
Tina: Talk about how (speech unintelligible) 
Mother: My worries.
Informant Supporting the 
participant’s 
memory of 
events.
Interviewer: Maybe - have you been to see 
(Therapist 1) by yourself, Martha?
Martha: *pause* I don’t know.
Interviewer: Has she seen (Therapist 1) by herself? 
Mother: No, no.
Tina: Do they write it down or do they...? 
Mother: No, I ’ve never seen them write it down.
Co­
interviewer
Helping to re­
phrase questions 
and prompt for 
answers.
Mother: When we come here, do you remember 
the chairs around in a semi-circle?
Martha: Circles.
Mother: Yeah, like a circle. And what do we do, 
we...?
Martha: We talked. Talked to them.
Tina: Therapy, I think, touching things.
Mother: Therapy is what, love? Touching things? 
What do you mean?
Tina: Yeah, like fixing them...
Some instances of multi-perspectival designs have been published, for example, 
Clare (2002) performed IPA on interviews with people with dementia and their 
partners. However, such examples are few and far between and do not use other 
people as communication partners, but rather as separate participants. It is suggested 
that the strategy adopted in this research represents a valuable way to elicit the views 
of people who would otherwise be unable to cope with the challenges of a verbal 
interview alone. However, it must be also recognised that supporters can sometimes
213
Research Dossier; Major Research Project
add to miscommunication and that IPA is limited when it comes to creating a 
socially contextual analysis of people’s accounts.
5.4 Implications for clinical practice and service development 
The results do not generalise to people with LD as a group and it would also not be 
within the remit of this research to talk about all systemic family therapy, since the 
experiences of these participants were formed within the context of a small group of 
therapists applying systemic theories to their practice in a non-manualised way. 
Nevertheless, the research highlights some areas to consider for future clinical 
practice.
The participants’ accounts raised questions about which models of family therapy 
might be most appreciated by the people receiving them. As discussed, post-modern 
family therapy models rely heavily on the use of spoken language and a non-expert, 
collaborative stance. Whilst clearly appreciating some of the associated focus on 
family strengths, some participants also reported some difficulties finding their 
voice. Some participants seemed to request a more directive and active stance from 
their therapists, where ‘doing’ is valued as much as talking. It is therefore important 
to consider whether earlier models of family therapy might have some utility for the 
people interviewed, such as structural and strategic family therapy models. Vetere 
(1993) has written favourably about the applicability of structural family therapy to 
people with LD and their family members, owing to its parent-oriented, problem­
solving and user-friendly qualities. Strategic family therapy may also have something 
to offer, with its focus on observable, repetitive behavioural patterns and ‘directives’ 
for the family to try different actions outside of therapy (Cade, 1980). This is a 
concrete and tangible alternative, to which some of the participants might have 
connected well.
Of course, it is also possible to adapt the kind of post-modern family therapy that the 
participants were receiving, based on what is now known about their experiences. 
Many areas of clinical relevance have already been discussed in the results sections, 
but the following are highhghted as critical issues:
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• Assessment o f the individual with learning disabilities prior to family 
therapy
At the moment, people with LD are usually assessed as part of the family for this 
type of intervention. It is proposed that a preliminary meeting with the person who 
has been referred to assess their individual needs and how the intervention could be 
tailored to them might be beneficial. A longer period of assessment could be used to 
get to know the person better, in terms of their communication needs and meta- 
cognitive abilities. This period could also be used to explore the use of the reflecting 
team (see point below).
Cognitive therapists have developed suitability for therapy guidelines for people with 
LD (e.g. Dagnan et a l, 2000; Willner, 2006) and the same consideration as to what 
would constitute readiness and appropriateness for family therapy could be achieved. 
This is not to exclude people based on performance on cognitive tasks, but rather to 
contribute to a comprehensive overall assessment that can inform clinical decision­
making about different options (Willner, 2006).
• Accessible explanation and exploration o f the use o f the reflecting team 
Almost all participants felt that the reflecting team was a strange and unusual 
experience, at least in the beginning. Although some might argue that the novelty of 
the approach is an advantage for facilitating new kinds of conversations, it should 
also be stressed that people could benefit from more preparation, especially in the 
context of gaining informed consent for treatment. Developing a language with 
people to describe the intervention could be significant in reducing unfamiliarity. A 
pictorial leaflet or video could be used to introduce the concepts, perhaps using the 
testimonies of previous recipients of the intervention. Participants’ experiences 
suggested that they might benefit from repeated explanations about the nature of the 
therapy.
It could also be emphasised that the use of the reflecting team is optional and 
therapists could seek ways to gain feedback from people about their ongoing 
experience of it. Other reflecting processes can be used, such as the use of one ‘in­
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room consultant’, whose role it is to listen and cautiously reflect with the family and 
therapist (Cooper & Vetere, 2005).
* Creative means o f  communication 
Not only do the accounts of participants testify to a need for a greater focus on 
tailoring verbal language, such as using ‘easier words’ and ‘explaining more’, but 
they also appeared to appreciate non-verbal means of communication, such as 
writing, drawing, watching videos of sessions, and use of Makaton. Therapists and 
clients need to collaborate together to identify which strategies will work best for 
them and be creative in their ideas. For example, the lead therapist in a reflecting 
team could also have an additional role of writing down the main reflections for the 
family as they reflect, so that they can return to them post-reflection, without taxing 
memory capabilities. The reflecting team also has a role in using non-verbal 
methods. For example, the team could physically ‘sculpt’ changes in the family 
structure or draw something of what they have heard. Written letters between therapy 
sessions could also boost memory and understanding of sessions.
Therapists also need to remain reflexive about whether and how they might be 
privileging the views of people with LD above those of other family members, 
perhaps as a compensatory strategy for their exclusion from conversations and the 
impact that this may have on the process of therapy for all members of the family.
Of course, all of the above implications also bring to light further implications for the 
training of professionals and the discussions that need to take place in clinical 
supervision.
5.5 Future research 
It was interesting to note that several of the participants appeared to be very 
interested to watch the videos of their sessions. The utility of using video in research 
and indeed, in family therapy practice, seems encouraging. The use of drawings and 
other non-verbal means of communication could also be helpful in research with this 
group of participants.
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Meta-cognitive abilities were discussed as being very relevant to how participants 
made sense of their family therapy using the reflecting team. Future research could 
have a role in ascertaining whether meta-cognitive abilities have an impact on the 
benefits that people can gain from a therapy that privileges the exploration of 
multiple views.
There is also scant research on the strengths of families with a member with LD, as 
research has tended to pursue the adverse effects rather than the rewards. Exceptions 
tend to frame positive elements as ‘coping’ or ‘adjustment’ (e.g. Beavers et a l, 
1986), which seems to position strengths as only in relation to difficulties. 
Commenting upon family strengths seemed valued by participants, therefore more 
research in this area could direct therapists’ attention to focus more on specific 
strengths.
It was beyond the scope of this research to include the views of participants’ family 
members and this has only been narrowly achieved elsewhere (e.g. Lloyd and Dallos, 
2008). Although the views of parents and siblings of the participants were not sought 
during this research, feedback from the families suggested that they might have 
found it difficult to commit to taking part in the research themselves. Therefore to 
successfully engage with families, researchers must seek quick and accessible ways 
to gain feedback, both in a routine way and through further research.
This research was designed to explore the use of the reflecting team, but therapists 
described their approach as ‘integrative’. Further research could prove fruitful on 
specific techniques and specific models of therapy for people with LD and their 
families. Furthermore, future research could usefully address people’s experiences of 
their family therapy over time, since a more temporal account could add 
understanding of what issues are pertinent at different stages of therapy. Finally, the 
effectiveness of family therapy will need to be demonstrated to secure future funding 
of services and the development of robust outcome measures is likely to be central to 
this exercise.
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6.0 Conclusions
This study set out to explore both the understanding and experiences of people with 
LD of the reflecting team, as part of their systemic family therapy. The results 
highlighted the prominence of language in the therapy and a need for more creative 
communication strategies. Participants seemed to appreciate a focus on family 
strengths, as well as having their position represented by the therapists in the 
reflecting team. This drew attention to the complex power dynamics within the 
therapy. A talking therapy was contrasted with a desire for a more directive, ‘doing’ 
therapy and implications for the use of first-order family therapy models were 
explored. Preparing people for an unusual experience and allowing for choice in the 
use of the technique were also considered critical. Finally, the results explored 
differences in meta-cognition and how these might relate to benefiting from multiple 
perspectives.
7.0 Post-script
Since the completion of this research, Petrie (2011) published a study about the 
experiences of the reflecting team for people with LD in the family therapy forum 
Context. She interviewed four adults with LD about their experiences and analysed 
the data using IPA. Her main themes were:
• feeling excluded;
• feeling heard;
• having strengths recognised; and
• the therapeutic relationship.
This study helps to validate the current findings, since ‘feeling excluded’ and ‘feeling 
heard’ are both aspects of the theme in the current research of ‘positions of power: 
finding a voice’. The theme of ‘having strengths recognised’ provides further 
validation for the theme of ‘therapists’ focus on strengths and difficulties’. ‘The 
therapeutic relationship’ was not a current theme and could be an area for future 
research (for example, is the therapeutic relationship compromised by changes to the 
people in the reflecting team?). Therefore, the results of two small-scale qualitative 
research studies taken together have strengthened and raised the voices of the 
collective participants about this technique.
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Appendix A Ethical approval from the Research Ethics Committee
National Research Ethics Service
South West London REC 4
S! Georges Universiiy of London 
South London REC Oflice 1 
Corridor 1 - Room 1.13 
1 st Floor. JennerWing 
Tooting 
London 
SW17 ORE
Telephone: 0208 725 0262 
Facsimile; 0208 725 1897
Date: 28"^  April 2010
Miss Katharine Atkins Furniss 
Trainee Clinicai Psychologist 
Surrey and Borders Partnership NHS Trust 
Department of Psychology 
University of Surrey 
Guildford 
GU2 7XH
Dear Miss Atkins Furniss 
Study Title:
REC refe rence  num ber: 
Protocol num ber:
An exploration  o f th e  e x p e rien ces  o f a d u lts  w ith learning 
d isab ilities o f th e  reflecting team  In sy s te m ic  family 
therapy.
10/H0806/28
1
The Research Ethics Committee reviewed the above application a t the meeting held on the 
April 2010. Thank you for attending to d iscuss the study.
Ethical opinion
1. The Committee were unsure if participants would have been  already video 
recorded routinely? You confirmed that the  se ss io n s w ere routinely videoed.
2. The Committee discussed the Participant Information S h ee t (PIS) ~ the
following a reas  will need to be addressed:-
• The Committee agreed that the Participant Information S heet w as 
very clearly laid out,
• 'W hat h ap p en s  if th e  re se a rc h e r  is  c o n c e rn e d  ab o u t 
an y b o d ies sa fe ty ? ’ You will need to change the word 
'a n y b o d ies’ to 'an y b o d y 's .
3. The Committee discussed the Consent Form ~ the following area will need to 
be addressed:-
• The form will need to have the word ’C onsent’ In the ~ a s  
discussed  with you.
This Research Ethics Committee is an advisory committee to  London Strategic Health Authority 
The Nstional Research E th ia  Service (NRES) represents the NRES Directorate within 
the National Patient Safer/Agency and Research Ethics Committees in England
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m m
National Research Ethics Service
• The Committee were concerned that the participants would be in 
the  session alone and the level of coercion to exclude family 
m em bers from the sessions. You confirmed that if the participant 
or family member objected they could attend the session.
4. A36 of the ethics application ~ The Committee w ere concerned that the 
researcher planned to store the data on a  home computer. The researcher 
confirmed that sh e  would be using an encrypted memory stick.
5. The Committee were unclear a s  to why participants with ‘Aspergers 
Syndrome’ would be excluded from the study?
6. The Committee raised concerns a s  to whether participants would understand 
the questions being asked by you. You confirmed that they would be 
checking by questioning the participant.
The members of the Committee present gave a  favourable ethical opinion with advice on 
the above research on the basis described in the application form, protocol and supporting 
documentation, subject to the conditions specified below.
Ethical review o f research s ite s
The favourable opinion applies to all NHS sites taking part in the study, subject to 
management permission being obtained from the NHS/HSC R&D office prior to the start of 
the study (see “Conditions of the favourable opinion" below).
Conditions of the favourable opinion
The favourable opinion is subject to the following conditions being m et prior to the start of 
the study.
Management perm ission or approval m ust be obtained from each  host  organisation  
prior to the start o f the study at the site  concerned.
For NHS research sites only, management permission for research f  R&D approval") should 
be obtained from the relevant care organis8tion(s) in accordance with NHS research 
governance arrangements. Guidance on applying for NHS pennission for research is 
available in the integrated Research Application System  or at http://wwv/.rdforum.nhs.uk. 
mem the fnvoWmenf of the NWS orpanrsafkin k as a Parf#)8nf fcbnfrfkafW 
Centre, management permission for research is not required but the R&D oWce should be 
nof/W of the study. GuAfance sAouAf be sor^ W from fba R&D ofR(^  wAem necessary:
Sponsors are not raquW to nofAy the CommAtee of epprovats tmm host organ/satrcms.
It Is responsibility o f the sp on sor to ensure that all the conditions are com plied with 
before the start o f the study or its Initiation at a particular s ite  (a s applicable).
Approved docum ents
The documents reviewed and approved at the meeting were:
Document Version Date
Covering Letter 22"" February 2010
This Research Ethics Committee is an advisory committee to  London Strategic Health Authority 
The National Research Ethics Service (NRES) represents the NRES Directorate within 
the  National Patient Safety Agency and Research Ethics Committees in England
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REC application IRAS 2.5 17'*’ March 2010
Evidence of insurance or indemnity 8" July 2009
Evidence of insurance or indemnity
Protocol 1
Referees or ottier scientific critique report 3'" November 2009
Participant Information Street: PLD 4 8" March 2010
Participant Consent Form: PLD 4 V 8" March 2010
Investigator CV 22"" February 2010
Participant Information Sheet: F/C 1
Participant Consent Form: F/C 1
Letter to Health Professional 1
Interview Schedules/Topic Guides 1
Investigator CV
Membership of the Committee
The members of the Ethics Committee who were present at the meeting are listed on the 
attached sheet.
Statement of compliance
The Committee is constituted in accordance with the Governance Arrangements for 
Research Ethics Committees (July 2001) and complies fully with the Standard Operating 
Procedures for Research Ethics Committees in the UK.
After ethical review
Now that you have completed the application process please visit the National Research 
Ethics Service website > After Review
You are invited to give your view of the service that you have received from the National 
Research Ethics Service and the application procedure. If you wish to make your views 
known please use the feedback form available on the website.
The attached document “After ethical review -  guidance for researchers’ gives detailed 
guidance on reporting requirements for studies with a favourable opinion, including;
• Notifying substantial amendments
• Adding new sites and investigators
• Progress and safety reports
» Notifying the end of the study
The NRES website also provides guidance on these topics, which is updated in the light of 
changes in reporting requirements or procedures.
We would also like to infomn you that we consult regularly with stakeholders to improve our 
service. If you would like to join our Reference Group please email ; 
referenceQrouD@nfes.nosa.nhs.uk.
10iH0806/28 Please quote this number on all correspondence
With the Committee’s  best wishes for the success of this project
îh is  M rw jifth  E thks C o m m it» »  is an advisory <om,mfîîe« to  L ondon S tra teg ic  H ea lth  A uthority  
The m  tiami HeseiKh £thks Ssr.-ke (mrS) represents the NRES Dirertarete within 
the m u o n ii Patient Safety AsentyandPesserch ~thk% CommHtees in Cnghnd
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Yours sincerely
Canofî'Chris ValJIns 
Vice Chair
Email: lsbrec@stoeoraes.nhs.uk
Enclosures: List of names and professions of members who were present at the
meeting.
‘After ethical review -  guidance for researchers"
Copy to: Professor Arlene Vetere
Surrey and Borders Partnership NHS Trust
Department of Psychology
University of Surrey
Guildford
GU2 7XH
Ms Mary John
Surrey and Borders Partnership NHS Trust 
Department of Psychology 
University of Surrey 
Guildford 
GU2 7XH
Ms Maggie Elliott
NHS Wandsworth Community Services 
R&D Department
Ground Floor, Wimbledon Bridge House
Wimbledon
London
SW19 3RU
"fW'rrh Emki CommiHM ss an ic-iisoiy ommlOM tc- laidon  Straîegk Heahh Autfic.-itv 
rne m tiom ! Pessarrh fthks Ssrvia tfim )  repraantsthe NPBS 0;Ve«o<a» within 
the (liational Patient Safety Agency end Pssesrch lihict Ccmmitifés in Pnghnd
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Appendix B Ethical approval from the Faculty of Arts and Human Sciences 
Ethics Committee
UNIVERSITY OF
SURREY
Dr Adrian Coyle
Chain Faculty of Arts and Human Sciences Ethics 
Committee 
University o f Surrey
Katharine Atkins Furniss 
Trainee Ciintel Psychologist 
Department of Psychology 
University of Surrey
Faculty of
Guildford, Jurrsy <3u2 7XH UK
T;.iA4(0)!483 «89445 
f : *44 (0!14a3 «S9550
S*” May 2010
Dear Katharine
Reference: 451-PSY-10 (NHS Approved)
Title of Project: An exploration of the experiences of adults with learning disabilities of 
the reflecting team In system ic family therapy.
Thank you for your submission of the above proposal.
The Faculty of Arts and Human Sciences Ethics Committee has given favourable ethical 
opinion.
If there are any significant changes to this proposai you may need to consider requesting 
scrutiny by the Faculty Ethics Committee,
Yours sincerely
C
Dr Miranda Horvath 
Deputy Chair
Faculty o f Arts and Human Sciences Ethics Committee
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Chaîr’s Action
Faculty of Arts and Human Sciences 
Ethics Committee
Ref: 451-PSY-10
Name of Student: KATHARINE ATKINS FURNISS
Title of Project An exploration of the experiences of adults
with (earning disabilities of the reflecting team 
in systemic family therapy
Supervisor Professor Arlene Vetere
Date of submission: 04 MAY 2010
The above Project has received NHS approval and expeditious ethical approval has 
been granted.
Sbnea;
JfM iranda Horvath 
Deputy Chair
Dated: / U ^  ^  '
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Appendix C Research & Development department approval
E z z a
Kingston
PhmwyCamTms*
Hollyfiekj H ouse 
22  HoüyfieW R oad 
Surtoitofi 
Surrey 
KT5 SAL
Tele: 020 8339 8134 
Fax: 020 339 8102
Miss Katharine Atkins Furniss
Trainee Clinical Psychologist
Surrey & Borders Partnership NHS Trust
Department of Psychology
University of Surrey
Guildford GU2 7XH
21 May 2010
D eaf Miss Atkins Furniss
Chief investigator: Miss Katharine Atkins Furniss
Adults with Learning Disabilities of Family Therapy.
POT R&D Reference: 2010/375/K 
REC reference: 10/H0808/28
ESSaS'-aSS
number in any correspondence 
Yours sincerely
d
^ in t^ m c ^ o f% W ic  Health & Medical Director for NHS Kingston and R8K
Ch.W n«xD,NM ,ynW ,4-nem,KimE.FRCKDUnk.HXM  CNWEx«,41v«0wldSmKh
235
Research Dossier: Major Research Project
Appendix D Ethical approval for an amendment from the Research Ethics 
Committee
National Research Ethics Service
S o u S î W e s t L o n d o n  REC 4
St G eorges University of London 
South London REC Office 1 
Comdor 1 - Room 1.13 
1st Floor, Jenner Wing
London
SW17WE
Tek 0208 725 0262 
Fax: 0208 725 1897
Date: 22 December 2010
Miss Katharine Atkins Furniss
Trainee Clinical Psychologist
Surrey and Borders Partnership NHS Trust
Department of Psychology
University of Surrey
Guildford. GU2 7XH
Dear Miss Atkins Furniss 
Study title:
REC reference; 
Amendment number: 
Amendment date:
An exploration of the experiences of adults with learning 
disabilities o f the reflecting team in system ic family 
therapy.
10/H080S/28
3.1
22"“* November 2010 -  (Date Received in Office)
The above am'endment w as reviewed at the meeting of the Sub-Committee held on the 20"" 
December 2010.
Ethical opinion
The members of the Committee taking part in the review gave a favourable ethical opinion 
of the amendment on the basis described in the notice of amendment form and supporting 
documentation.
The Sub-Committee were happy with the Focus Groups but felt that families should not be 
present when discussing the results of the main interviews. It was agreed that the 
discussion should be between the Clinical Psychologist and the Trainee Clinical 
Psychologist.
Approved documents
The documents reviewed and approved at the meeting were:
Document ------  (Version Date
Notice of Substantial Amendment {non-CTIMPs) |3.1
Covering Letter B**' November 2010
Participant Consent Form |1 October 2010
Participant Information Sheet 26"" CKAober 2010
Protocol i Addition 1 26* October 201Ô
This S esM ïrh  f t h i o  C om m ittee  is an  advisory com m ittee  to  ihe London S trategic H eatth A uthority 
The National Research £thic% Servke (NR£5) represents the NR£S Directorate within 
the Nstionsi Patiertt Safety Agency and Research ethics Committees in Rngland
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Membership of the Committee
The members of the Committee vuho took part in the review are listed on the attached 
sheet.
R&D approval
All investigators and research collaborators in the NHS should notify the  R&D office for the 
relevant NHS care organisation of this am endm ent and check whether it affeds R&D 
approval of the research.
S ta tem en t o f com pliance
The Committee is constituted in accordance with the Governance Arrangements for 
Research Ethics Committees (July 2001) and complies fully w th  the Standard Operating 
Procedures for R esearch Ethics Committees in the UK.
10/H080e/28: Please quote this number on ail correspondence
Yours sincerely
MS'doan Bailey 
C om m ittee C o-ordinator
E-mail: lsbrec@ staeoroes.nhs.uk
Enclosures: List o f nam es and professions of m em bers who took part in the
review
Copy to: Professor Arlene Vetere
Surrey and Borders Partnership NHS Trust 
Department of Psychology 
University of Surrey 
Guildford, GU2 7XH
Ms Mary John
Surrey and Borders Partnership NHS Trust 
Department of Psychology 
University of Surrey 
Guildford, GU2 7XH
Ms Maggie Elliott
NHS W andsworth Community Services 
R&D Department
Ground Floor, W m bledon Bridge House
Wimbledon
London, SW19 3RU
This Research Ethics Committee is an advisory committeo to  London Strategic Health Authority 
The Natfona! Research Ethics Service (NRESJ represents the NRES Oirectorate within 
the National Patient SafetyAgcttcy and Research Ethics Committees in England
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Appendix E Approval for an amendment from the Research & Development 
department
2010/375 K- The Experiences o f adults with leaming disabilities of family therapy Page 1 of 1
2010/375  K- The Experiences o f adults wîÜî learning disabilities of 
family therapy
Fran Mautadin [Fran.Mautadin@stgeo(gœ.nhs.uk]
Sent! 03 Mxuary ZOll 16:10
TO! A tk ins RjrrviSS K M s (P G /R  -  R s y (M o g y )
cc;
Dear Katharine,
Sorry fo r the delay in replying to  you in relation Amendment number: 3.1 fo r the above study.
This is to let you know that this amendment does not affect our original R&D approval for your study.
K ind r e g a r d s ,
Fran M autadin, Research Governance Facilitator, South W est London 
St George’s Joint Research Office (iRO), G round Floor, H unter Wing 
St George's University of London & St George's Healthcare NHS Trust 
Cranrner Terrace, London SV/17 ORE 
Tel:020 87254076F ax:020 87250794  
Available Mondays & Thursdays
NHS Wandsworth Community services integrated with St George's Healthcare NHS Trust on 1st October 2010. The R&O 
Department moved into the Joint Research Office in St George's University on 18th October.
t h h  w m â à a d  an y  raw  M m tr ià id  it a m  çen fi& n ik!. if y o u  * m  no t Dr* reapk-nk any m d m g ,  «*»»«•, d w a w i» * . v.i
copying or sn y  oftE t acdam w ken in rc c p e d  p i th k  h  p roN blW  #nd m ay W  M yoa a rs  no* A * W endod ««eipienf, p h a s#  notily Ihs :
: w ix k r  W riodW oly by od n g  Ih# reply A incdonand A on poimxnoixly d o k l*  v h a ty o u  hav* raw ^rod . :;;j
ÎKomiîsg and  euigoing «-otai! m s s s a ^ s s  ar® rw tiw iy  m ondaiad for compKanc# « A  ih s D epaitfsant of H aalft's  policy on (ho u w  or akc tran ic  : :: 
. com m unkaiion®. For mom W arm atfcn on  feo.Oepattm sfts o f Heaitlt'a e-mail policy click h»<« W p:Awa».deh.gov.ukem aiW icclaim c; t:trm
https://(HJtlook2003.suiTey.ac,uk/owa/?ae=Item&t=IPM.Note&id=RgAAAACQVbw... 20/05/2011
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Appendix F Approval for an amendment from the Faculty of Arts and Human 
Sciences Ethics Committee
^  UNIVERSfTYOF
SURREY
Dr Adrian Coyle
Chair; Faculty of Arts and Human Sciences Ethics 
Committee 
University of Surrey
Katharine Atkins Furniss 
Trainee Clinical Psychologist 
Department of Psychology 
University of Surrey
Fatuity of
Arts and Human Stiences
facu lty  Office 
ADWdlng
Guildford, Surrey CU2 7XK UK
T; <44(0)1483 SS944S 
F; +44 (0)1483 gSS550
wvmê.tunreyàcuk
Dear Katharine
Reference: 451-PSY-lO (NTIS Approved) (Amendment)
Title of Project: An exploration of the experience of adults with learning disabilities o f  
the reflecting team in systemic family therapy.
Thank you for requesting consideration by the Faculty o f Arts and Human Sciences Ethics of 
an amendment to the research plans to which we had previously given a favourable ethical 
opinion on tlie 5* May 2010.
Although normally we are unable to provide an opinion on an amendment that has already 
been implemented, we note that you sought ethical review elsewhere before implementing the 
amendment and obtained permission to proceed. In light of tliis and having looked at the 
relevant documentation, we are happy for the amended version of d\e research to continue.
Yours sincerely
Dr Adrian Coyle 
Chair
YEARS A history o f  shaping the future since 1891
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Chair’s Action
Faculty of Arts and Human Sciences 
: Ethics Committee
Ftet
Name of Student:
Title of Project;
Supervisor
Date of submission of 
original proposal:
Date of submission of 
amendment;
451-PSY-11 Amendment
KATHARINE ATKINS FURNISS
An exploration of the experience of adults with 
learning disabilities of the reflecting team in 
systemic family therapy.
PROFESSOR ARLENE VETERE
04 MAY 2010
11™ MAY 2010
The amendment to the above Project has received a  favourable ethical opinion from the 
NHS and expeditious favourable ethical opinion has now been granted by the Faculty of 
Arts and Human Sciences Ethics Committee.
Signed;
Di Adrian
Dated; '3 * ^  M o.y 2-OH
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Appendix G Information sheet: Family member version
UNIVERSITY OF
; SURREY
Information Sheet
An exploration of the experiences of adults with 
learning disabilities of their family therapy.
We would like to invite the person with learning disabilities you know to take part in 
a research study. Before you decide whether you would you like to support them 
with this, we would hke you to understand why the researeh is being carried out and 
what it will involve for you all. This should take about 20-30 minutes. Please ask us 
if there is anything that is unclear.
Why are we doing the research?
Researchers have found out the views of mothers of children with a learning 
disability about their family therapy. There is no research into what people with 
learning disabilities understand and experience in family therapy. Doing this research 
is important because it could tell us something about how to make therapy a better 
experience for people with learning disabilities.
Why are you being approached?
You are being approached because your family has been attending the Family 
Therapy Clinic. We will be asking all the families who are currently attending.
Do you have to take part in the research?
It is up to the person with a learning disability to decide if they take part in the 
research. It is also up to you to decide if you want to support them to do so. If you 
deeide to take part, you can withdraw from the research at any point. Whether you 
decide to take part or not, there will be no changes to the care you receive.
What will happen if you want to take part in the research?
You and the person with a learning disability will be asked to sign consent forms if 
you decide you would like to take part. You will be asked for some details, such as 
diagnosis (if known), age, who is in the family, etc.
The lead professional for the team. Dr X, will be made aware of when the meeting 
will take place. The therapists involved in your care will not know if you are taking 
part in the research.
If the person with a learning disability needs support with transport, you will be 
asked to support them to attend several meetings with the researcher at the Family 
Therapy Clinic.
It will not be necessary for you to attend the meetings, unless the person with 
learning disabilities needs you to. During the meetings, the researcher will show 
them parts of the video of their latest family therapy session. The researcher will ask
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questions about their views about their experienee of the therapy. The interviews will 
last no longer than 45 minutes. It is expected that one meeting will be enough, but it 
may take more than one meeting depending on the individual.
The researcher will audio record the interview, so that a ‘seript’ of the interview ean 
be written up later. All names and other personally identifying information will be 
removed at this point. The ‘script’ of the interview will used by the researcher to 
look for themes across what people with learning disabilities have said.
The researcher will ask for the person with a learning disability to attend another 
meeting so that they can talk about the findings. This will be several months later, 
but the researcher will keep in touch in the meantime to update you on the progress 
of the research.
If you would like to know the results of the study, you can find out the themes of 
what all the people with learning disabilities said, but what the person you know 
speeifically said will be kept private.
Who is the researcher?
The researcher is a Trainee Clinical Psychologist at the University of Surrey. She is 
completing the research as part of her doctorate to become a qualified clinical 
psychologist. The researeher has several years of experience of working with people 
with learning disabilities.
Are there any risks involved?
It is possible that the person with a learning disability will beeome distressed talking 
about their family therapy. They can stop the interview at any point. We will identify 
with them somebody who can support them if they become distressed.
Are there any benefits involved?
We cannot promise, but it is possible that the person with a learning disability may 
like having somebody who is interested in their views listen to them. They might like 
to feel helpful or useful. It is hoped that the research will be of benefit to other 
people who use the Family Therapy Clinie in the future.
How long do I have to decide?
You will be given at least two days to consider with the person with a learning 
disability whether you would like to take part in the research. The researcher would 
only like to know whether she ean telephone you to discuss your decision in two 
days time.
IF YOU ARE INTERESTED IN THE STUDY SO FAR, PLEASE READ ON. 
How will your information be kept?
The researcher is an employee of the NHS and as such, will be working with the 
same rules of confidentiality and data protection as other NHS employees. The 
researcher will not have access to medical files. Audio recordings will be deleted 
after completion of the research, whilst the ‘scripts’ will be kept for five years in a
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locked filing cabinet within the Family Therapy Clinic. The ‘scripts’ will not identify 
you or anyone else. Any electronic files will be password-protected.
The researcher has a physical disability that makes it difficult for her to type up the 
‘scripts’. She will therefore be employing somebody to listen to the audio and type it 
up. The employee will be asked to sign a confidentiality agreement.
What happens if the researcher is concerned about anybody’s safety?
The researcher has the same responsibilities as other NHS employees to safeguard 
people. If there is concern about anybody’s safety, the researeher will attempt to 
discuss this with you and the person with a learning disability first if possible. They 
have a responsibility to tell your family therapist or any relevant agency if there is 
concern.
What if there are any problems?
You can talk to the researcher or alternatively your lead therapist and team, if you 
have concerns about any aspects of the research. In the first instance, you can email 
the researcher: k.atkinsfurniss @ surrev.ac.uk. If you wish to make a formal 
eomplaint, please contact the Patients Advise and Liaison Service (PALS) or the 
Primary Care Complaints Lead on X or email X.
How will the results he used?
It is hoped that the research will be published in a relevant journal and be of use to 
future practice for family therapists. Any publications will not identify people who 
took part and their families.
THANK YOU FOR TAKING THE TIME TO READ THIS INFORMATION. 
PLEASE ASK ANY QUESTIONS.
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Appendix H Information sheet: Participant version
Information Sheet
I  w ant to  find  ou t w hat you think about your fam ily th erap y .
I  w ant to  m eet you h ere  to  talk  about your fam ily therapy.
I  want to  show  you a DVD o f  your fam ily therapy.
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I  w ant to  ask  "what is good about fam ily therapy?"
I  w ant to  ask  "what is bad about fam ily therapy?"
I  want to  record  w hat you say.
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I  want to  w rite  about w hat you say  later.
I  will keep w hat you say  
your name.
L T his m eans th a t  I  will not u se
I  will te ll X when th e  m eeting  is.
Photograph of X (Lead 
Clinical Psychologist)
I  will only te ll X or X if  I  am w orried  about som ebody's  
s a fe ty .
Photographs of X and X, the Clinieal 
Psychologists who act as lead therapists.
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I t  is up to  you w h eth er  to  have a m eeting  w ith me.
You can say  No You can sa y  Yes
1
Your work w ith X and X will be th e  sam e.
Photographs of X and X, the Clinieal 
Psychologists who act as lead therapists.
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I f  you say  Yes...
You m ight like being listen ed  to .
You m ight f e e l  sad  about your therapy .
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You can ST O P th e  m eeting  anytim e.
W e will fin d  som eone to  help you if  you are sad.
Any qu estion s?
A
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P lease  th ink about how you f e e l  about m eeting  me.
I s  it ok fo r  me to  te lep h o n e  in tw o days?
%
Yes
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Appendix I Consent form: Family member version
Consent Form
UNIVERSITY OF
SURREY
An exploration of the experiences of adults with 
learning disabilities of their family therapy.
Please initial box
1. I confirm that I have read and understand the information sheet dated 
February 2010 (Version 1) for the above study. I have had the 
opportunity to eonsider the information, ask questions and have had these 
answered satisfactorily.
2. I understand that my partieipation is voluntary and that I am free to 
withdraw at any time without giving any reason, without my medical care 
or legal rights being affected.
3. I agree to faeilitate meetings between the researcher and the person with a 
learning disability, if needed.
4. I agree that video footage of my family therapy session can be used by 
the researeher.
5. I agree that a Support Worker can assist the researeher with writing the 
‘seripts’ of the interview. As far as I am aware, the person with a learning 
disability would not object to this.
6. I understand that the data colleeted during the study may be looked at by 
individuals from the University of Surrey, from regulatory authorities or 
from the X Care Trust. I give permission for these individuals to have 
aecess to these records. As far as I am aware, the person with a learning 
disability would not objeet to this.
Name o f Supporter Date Supporter Signature
Name o f Researcher Date Researcher Signature
Copies: Partieipant, Researeher.
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Appendix J  Consent form: Participant version
Consent Form
Do you understand t h e  inform ation s h e e t?
Yes No
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Have you ask ed  your questions?
Yes No
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Do you want to  m e e t  me to  talk about your family therapy?
Yes No
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Do you understand you can STOP the meeting anytim e?
Yes No
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I s  it  ok fo r  your voice to  be record ed ?
Yes No
" . . y  y'
\
- ,  \
y / /
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I f  I  g e t  u pset,  t h e  name o f  th e  person I  would like to  co m fo r t  
me i s .. . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . .
Your Name bate Your Signature
My Name bate My Signature
Name of Someone Watching bate Their Signature
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Appendix K Background information sheet
Participant number:...........................................................................................................
Number of family therapy sessions:...............................................................................
Who attends the family therapy:
Reason for referral:
Age of participant: 18-24 Gender: Male
25-34 Female
35-44 Transgender
45-54 
55-64 
65-74 
65-84 
Over 85
Known diagnosis/es:
Ethnicity:
Religion:
Communication:
258
Research Dossier: Major Research Project
Appendix L Interview schedule
Thank you for coming here today and helping me. We will be here for less than a 
hour. I want to ask you some questions about your family therapy. Remember I will 
keep your answers private. There are no right or wrong answers. You can be honest.
You can say “I don’t understand” if you are not sure about a question. [Prompt: “I 
don’t understand” card]
You can say “no” if you do not want to answer a question. [Prompt: “No” card]
You can say “stop the meeting” anytime. [Prompt “Stop the meeting” card]
Their experience of familv therapv.
• What is family therapy? /What do you do with your therapists?
• What do you do in family therapy?
• What do your therapists do?
• What does your family do?
• Why did you go to family therapy?
• Would you recommend family therapy if another family wanted to try it? 
Their understanding and experience of the reflecting team.
Sometimes your therapists stopped talking to you and talked to each other. Do you 
remember that? Lets watch them do that... [DVD clip].
• What were they talking about?
• Why do you think they were talking to each other?
• What was it like when they talked to each other?
• What were you doing when they were talking?
• Did you understand what they were talking about?
Feelings and thoughts about what was said about them/their family.
• What were you thinking when they were talking?
• How did you feel when they were talking?
• What did your family think about what they said?
Anvthing helpful about what was said and whv.
• Did you like anything they said?
• What was the best thing they said?
• What was good about it?
• Why do you think it was good?
Anvthing unhelpful about what was said and whv.
• Did you dislike anything they said?
• What was the worst thing they said?
• What was bad about it?
• Why do you think it was bad?
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Anything that the reflecting team could have done differently for them.
• Would you like anything to change about family therapy?
• Is there any way you’d like family therapy to be different?
• Is there anything the therapists could do to make family therapy better?
Other comments
• Is there anything else you find helpful in family therapy?
• Is there anything else you find unhelpful in family therapy?
• Do you think that family therapy has helped you with the problem/s?
• Have things changed since coming to family therapy?
• Is there anything else you would like to say?
• Did you understand my questions?
• Were the questions easy or difficult?
• Is there anything you would like me to explain?
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Appendix M Letter to health professional 
Dear Dr. X,
This is to inform you that Name o f Participant has agreed to take part in a research 
study to explore adults with learning disabilities experiences of family therapy.
The research interview will take place at X clinic on:
Date:
Time:
Please ensure that your knowledge of their participation does not affect the therapy 
that they receive.
Yours sincerely,
Ms Kate Atkins Fumiss Supervised by: Prof. Arlene Vetere
Trainee Clinical Psychologist Deputy Programme Director
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Appendix N Update letter to participants
Dear X,
Thank you very much fo r  m eeting  with me.
You w ere  very helpful and had lots  o f  in terest in g  th in gs to  say  
about family therapy.
I  have now spoken to  you and 3 o th e r  people about family  
therapy.
I  will be  speaking to  one more person  about family th erap y  
soon.
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W hen I  have f in ish ed  talking to  people about family therapy , I  
will s t a r t  writinq about w hat you told  me.
I  will g e t  in touch  again to  le t  you know w hat I  think people  
to ld  me.
Thank you again fo r  your tim e and help.
Yours sin cere ly .
Ms Kate Atkins Furniss Supervised  by: Prof. A rlene V e te r e  
Trainee Clinical Psychologist Deputy Programme Director
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Appendix O Feedback letter to participants
Dear X,
Thank you again fo r  your help with my p r o je c t  about family  
therapy.
I  have ta lked  to  five people about th e ir  family therapy.
I  am writing about what you told  me now.
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Would you like to talk about w hat you told  me?
NO YES
That's ok. You can te lep h o n e  X (Monday to
Thanks fo r Friday) or email
your help! k. atkinsfurnissGsurrey .ac.uk
Yours s incere ly .
Ms Kate Atkins Furniss Superv ised  by: Prof. A rlene V e te r e  
Trainee Clinical Psychologist Deputy Programme Director
265
Research Dossier: Major Research Project
Appendix F Confidentiality agreement
I agree to undertake transcription of the audio material given to me by Katharine 
Atkins Fumiss (via the Additional Learning Support department), with the 
understanding that the material is highly confidential. As such, I agree to abide by 
the following conditions:
• I will not discuss the content of the audio material with anyone, apart from 
Katharine Atkins Fumiss.
• I will not allow anyone to view the audio material or the written 
transcription, apart from Katharine Atkins Fumiss and the Additional 
Leaming Support (ALS) department.
• I will delete the audio material from my computer and memory sticks, after I 
have successfully transferred the transcription to Katharine Atkins Fumiss.
• Where names of people are spoken in the audio material, I will type only 
initials. For example, if the audio said “Katharine”, type “K” only.
• If I have any queries about how to maintain the confidentiality of the 
material, I will contact Katharine on the above number.
Any breach o f these conditions will be treated very seriously, as the interviews were 
conducted within the NHS and are subject to the Data Protection Act 1998.
Name of Transcriber:
Signature of Transcriber: 
Date signed:
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Appendix Q Focus group information sheet
UNIVERSITY OF
SURREY
Information Sheet
An exploration of the experiences of adults with 
learning disabilities of their familv therapy
You are invited to take part in a focus group as part of a larger research study. Before 
you decide whether you would like to take part in this, the researcher would like you 
to understand why the research is being carried out and what it would involve for 
you.
What is the main study?
The main research study is exploring:
• What are adults with leaming disabilities experiences of the reflecting team, 
as part of their systemic family therapy?
• What do adults with leaming disabilities understand about the reflecting 
team, as part of their systemic family therapy?
Why have I been invited?
You are being approached because you are involved in delivering systemic family 
therapy to adults with leaming disabilities at X clinic.
What will you ask me?
The researcher is interested in exploring the findings of the research with you. In 
particular, she would like to know:
• What sense do you make o f the findings ?
• Were the findings what you expected?
• Do the fndings resonate with your current practice?
• What are the implications o f the fndings for your practice?
What will happen?
The researcher will arrange a time to meet that is convenient for you and your fellow 
colleagues. She will attempt to meet with you prior to or following a meeting you are 
already attending, so that no additional travel will be needed.
The researcher will give you a written consent sheet to sign. She will establish some 
ground mles with you for the discussion, then present the main themes of the 
findings to you and ask the above questions. She may prompt you at times with 
additional questions, but will mostly listen to your discussion.
It is estimated that the focus group will last no longer than 45 minutes. The focus 
group will be digitally recorded, so that the researcher can analyse a transcript of the 
group discussion. All identifying information will be removed from the transcript to 
provide anonymity.
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Are there any risks or benefits to taking part?
There are no predicted risks involved in taking part in the focus group and it is
possible that you may enjoy the opportunity to discuss the work you do.
Do I have to take part in the focus group?
It is up to you to decide if you want to take part in the focus group or not. You can 
withdraw from the focus group at any time. Once you have completed the focus 
group, it will not be possible to remove your data from the group data, as the 
transcript will be analysed collectively.
What happens now?
Please take the opportunity to ask any questions that you may have regarding the 
research. You can contact me by telephone or email to ask questions. You will be 
given at least two days to consider whether you would like to take part in the
research. The researcher will approach you again after this point.
IF YOU ARE INTERESTED IN THE STUDY SO FAR, PLEASE READ ON
How will your information be kept?
The researcher is an employee of the NHS, and as such, will be working with the 
same rules of confidentiality and data protection as other NHS employees. Audio 
recordings will be deleted after completion of the research, whilst the transcripts will 
be kept for five years in a locked filing cabinet within the Family Therapy Clinic. 
The transcripts will not identify you or anyone else. Any electronic files will be 
password-protected.
The researcher has a physical disability that makes it difficult for her to type up the 
transcripts. She will therefore be employing somebody to listen to the audio and 
transcribe. The employee will be asked to sign a confidentiality agreement.
What if there are any problems?
You can talk to the researcher or Dr X, Consultant Clinical Psychologist, if you have 
concerns about any aspects of the research. In the first instance, you can email the 
researcher: k.atkinsfumiss@surrev.ac.uk. If you wish to make a formal complaint, 
please contact the Patients Advise and Liaison Service (PALS) or the Primary Care 
Complaints Lead on X or email X.
How will the results be used?
It is hoped that the research will be published in a relevant joumal and be of use to 
future practice for family therapists. Any publications will not identify people who 
took part.
THANK YOU FOR YOUR VALUABLE TIME
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Appendix R Focus group consent form
UNIVERSITY O F
: SURREY
Consent Form
An exploration of the experiences of adults with 
learning disabilities of their familv therapy.
Please initial box
I. I confirm that I have read and understand the information sheet dated 26 
October 2010 (Version 1) for the above study. I have had the opportunity 
to consider the information, ask questions and have had these answered 
satisfactorily.
8. I understand that my participation is voluntary and that I am free to 
withdraw at any time without giving any reason. I understand that any 
data collected will be retained.
9. I agree that a Support Worker can assist the researcher with writing the 
‘scripts’ of the focus group.
10.1 understand that the data collected during the study may be looked at by 
individuals from the University of Surrey, from regulatory authorities or 
from the X Care Trust. I give permission for these individuals to have 
access to these records.
I I . 1 agree to take part in the above study.
Name o f Participant Date Participant Signature
Name o f Researcher Date Researcher Signature
Copies: Participant, Researcher.
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Appendix S Extract from diary
12/11/10: Following first interview
She seemed reluctant/uncomfortable with talking about the negative aspects of her 
family therapy. She might have aligned me with the professionals (she knows that I 
speak to her therapist) and was probably aware that her therapist was in the same 
building. Also, this is the same building were she goes for therapy and this will 
probably have an influence on the role she adopts (i.e. compliant patient).
Perhaps she didn’t want to disappoint me -  by keeping the atmosphere of the 
interview ‘up-beat’ was I creating an expectation that we talk about positive things 
only? She might have thought that she would not be allowed to continue therapy if 
she were to criticise it. She talks about wanting to continue with therapy in the 
interview and she seems to feel others are not listening to this perspective. Is taking 
part in the interviews perhaps one way to get herself heard? Is this her position in the 
interview -  as someone who is not listened to?
On the other hand, I have to be mindful that her experiences of therapy seem to be 
that it does have an ‘unhelpful’ side. Also, this dichotomy between ‘helpful’ and 
‘unhelpful’ is something that I have introduced. These concepts may not map onto 
her experiences in a way she can relate to. For example, there is evidence that she 
views the ‘multiple views’ in therapy as both an interesting part of therapy and also, 
as something more difficult, when everyone has a different view in the family.
I’m not sure I got the most of her that I could have. I felt reluctant to keep prompting 
her and as a result I think I ended up re-capping on her answers, more than 
prompting. I think this was because I didn’t want to make her feel uncomfortable 
about not knowing the answer to more difficult questions. However, in retrospect, 
this seems to have been more about my discomfort than about her limitations, since 
when I did prompt her, she was often able to elaborate or tell me that she could not 
add anything to the answer already given. Need to think about how prompts can be 
given gently to next participants, e.g. can you tell me more? Is there anything else? 
Can you give me another example?
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Appendix T Themes identified for each participant
Participant Super-ordinate themes Sub-themes
Sally Empowerment vs. 
powerlessness
Speaking up
Independence vs. dependence 
Not wanting therapy to end
Multiple perspectives Gathering everyone’s views 
Managing different views 
Therapist’s views
Recap and remember Recap
Something to take away
Strengths and problems 
in the family
Family strengths 
Interpersonal problems
Strange vs. natural Reflecting team as strange 
Reflecting team becoming natural
Talking, thinking and 
listening
Listening both ways 
Talk as a family 
Reflection (meta-cognition)
Outcome Change vs. lack of change 
Action vs. talk
Rebecca Sorting problems out Sorting (interpersonal) problems 
Talking about problems
Wider family context Wider family context 
Strong women
Barriers to participation Passive role 
Not knowing 
Not remembering 
Lack of hope for change
Empowerment Being treated as an adult
Martha Communication
difficulties
Talk as the task of therapy 
Communication difficulties 
Not speaking up
Managing difficult 
feelings
Managing difficult feelings
Egocentrism Egocentrism
Paul The power o f metaphor Him as ‘gorilla’
The family as ‘group of gorillas’
Strengths and difficulties 
within the family
Family togetherness 
Good times, bad times 
Blame
Relationship problems
Positive experience The value of feedback 
Feeling understood 
Sense of support
Reiterative feedback Reiterative feedback (meta-cognition)
Talking about feelings Talking about his feelings 
Talking about other’s feelings
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The role o f questions Challenging questions 
Search for meaning 
Responsibility for change
Continuing need for help Progress
Need of help for anger
Tina Barriers to participation Listening vs. not listening 
Communication difficulties with 
therapists
Not understanding what is happening 
Building access problems
Talk vs. action Need for direction 
Helpfulness of talking
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Appendix U Example transcript and coding
Original transcript Exploratory comments
I: And what do you do in family therapy? 
P: What I do is try and answer the 
questions.
I: Yeah.
P: Sort of like, (Therapist 1) asks me.
I: Yeah.
P: Um... *slight pause*
I: Did you want to tell me anymore about 
trying to answer questions?
P: I mean it could be.. .it could be 
anything sort of like...*pausing* From 
what we sort of like, what I did. 
Whatever, sort of like every other week, 
or every other month.
I: Mmhmm.
P: We meet up and she will say, “How’s 
it been, have you been okay?”
I: Yeah.
P: And.. .sort of like.. .how was 
everything? Whether I’ve been...sort of 
like...been up all day, whether I’ve been 
sort of like low. And we sort of like, 
discuss what and why.
I: Mmm.
P: So that we could sort of like work out 
why the problem is and see if we can 
rectify it.
I: Mmm, mmhmm, okay. What was it 
like to try and answer the questions?
P: *pause* It...*pause* wasn’t easy, 
but...*slight pause* I mean I answered 
them honestly.
I: Yeah, yeah.
P: And hopefully... sort of got...*pause* 
got a good response from it.
I: Mmm.
P: Umm... *slight pause*
I: Do you mean they got a good response 
from you or you got a good response 
from them?
P: Yeah, hopefully they got a good 
response. It was sort of like...and...um, 
in a situation...*pause, sighs, um* Sort 
of like, um...sort of like arguing...______
“What I do is try and answer the 
questions.” -  how he sees his role in 
therapy? Sounds passive, like questions 
are therapist-driven. “Try” > were there 
some questions he felt unable to answer?
Questions “could be anything” -  
unpredictability. “What I did”: therapist 
is interested in actions and events?
“Every other week, every other month”: 
is this the frequency of therapy? Is he 
unsure about the frequency or it changes?
Questions appear quite general “How’s it 
been?”, “how was everything?”. 
Therapists try to track his feelings -  “up” 
vs. “low”. Spatial reference for feelings. 
Again, positive feelings are addressed as 
well as negative ones.
“Discuss what and why” > searching for 
an understanding. Needing to find the 
“what” (the feeling?) as well as the 
“why” (the reason behind it?)
“So that we could sort of like work out 
why the problem is and see if we can 
rectify it.” > resonates with earlier 
comment about “repair”. Trying to 
understand the function of the problem? 
Use of ‘we’ suggests a collaborative 
exploration of the problem.
“*pause* It.. .*pause* wasn’t easy, 
but...*slight pause* I mean I answered 
them honestly...” = Dysfluency. Not so 
easy to admit it was difficult to answer 
the questions. Being honest is repeated -  
this is seen as something he can offer. An 
element of pressure to deliver them a 
good response.. .like a performance?
The quality of the response is judged by 
the therapists? Giving them what they 
want vs. being honest?
Changes subject to arguing.____________
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